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ABSTRACT
A three part research method was employed to investigate occupational 
therapists experiences of and perceptions of working in teams. A review of 
literature was completed to determine what was already known about and could 
be postulated about occupational therapists’ practice in health care teams. Semi 
structured interviews were conducted with therapists working in a variety of 
health care teams to explore their experiences in teams and to refine a list of 
potential continuing education topics related to working in teams. Their 
preferred delivery methods for each topic were also determined. The results of 
the interviews and the literature search informed the development of a 
questionnaire which was completed by just under 200 occupational therapists in 
clinical positions, working in health care teams in New South Wales, Australia. 
The major results of this study are: 1. A conceptual model of the factors 
affecting occupational therapists attitudes towards working in teams. The model 
includes therapists’ attitudes towards their own power, their team work and 
political skills as well as their scores on a number of factors titled 
powerlessness, team valuing and instrumentality. 2. A model of the personal and 
professional skills influencing therapists’ self rating of their role confidence. 
These are assertion skills, presentation skills for meetings, skills to maintain a 
professional identity in a team environment and to explain your role clearly. 3. 
An ordered set of potential learning needs in the area of team work practice 
which indicates the importance of specialised communication and political skills 
over direct client related skills in this area. 4. Lastly a series of 
recommendations are made for occupational therapy managers and educators, 
for team leaders and for occupational therapists working in teams. Content and 
structure for a continuing professional education course addressing team work 
practice is presented.
INTRODUCTION
2
Health care work environments are characterised by the use of health care 
teams as a form of work force organisation for delivering health care services. 
Consequently, most occupational therapists will be required to work as part of 
a health care team. The effectiveness of occupational therapy services will 
therefore be dependent on the ability of the therapists to deliver their services 
efficiently and effectively within the context of a health care team. While some 
research has been conducted to investigate health care teams generally and to 
investigate other areas of occupational therapy practice, such as job 
satisfaction, there have been no documented studies to date to investigate the 
way Australian occupational therapists work within a health care team or the 
factors that affect their ability to work competently in that context.
It was therefore the purpose of this study to investigate occupational therapists' 
experiences within health care teams and factors which influence occupational 
therapists’ perceptions of their team work skills. It was also the purpose of this 
study to investigate the knowledge, skills and attitudes that occupational 
therapists believe they need to develop or enhance in order to improve their 
ability to work successfully within a health care team. An intervention 
strategy was developed in the form of a continuing professional education 
activity to provide such knowledge, skills and attitudes for occupational 
therapists.
The context for this study, namely the health care team is currently shaped by 
a number of factors. These are represented diagrammatically in Figure 1. 
Health care teams are made up of a number of health care professionals who 
bring particular personal characteristics and disclose specific images of 
themselves within the health care team. Each individual also has expectations 
of their team colleagues (Horwitz, 1969, 1970). These characteristics, images 
and expectations affect, and in turn are affected by the way the health care 
team functions as a whole.
HEALTH CARE ENVIRONMENT
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Figure 1 : Health care teams context
The health care team's functioning is also affected by the way it develops as 
a small group, including its norms, values, leadership, communication, and 
decision making processes (Payne, 1980; Ducanis and Golin, 1979; Brill, 
1976). The development of the team over time, through a number of stages, 
also influences how the team will work (McPherson, Witteman, and Hasbrauk 
1984, p.98; Blechert, Christiansen and Kari, 1987, pp.580-581).
The power relationships operating among individual members also influence 
team functioning (Ducanis and Golin, 1979, p.122). These power relationships 
may be related to both occupational status (Pellegrino, 1983; Turner, 1985; 
Willis, 1983) and that power dynamic which operates according to gender
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(Kitson, 1986, p.66; Game and Pringle, 1986, p.94; Willey, 1987, pp.26-27). 
Occupational status is linked to the professionalisation of occupational groups 
within the health care sector. Professionalisation is linked to gender (Beal, 
1988, p.19; Snyder, 1979, cited in Cracknell, 1989, p.387). Gender related 
power structures influence the individual within the health care team in relation 
to their personal characteristics and the images they disclose of themselves.
This project contributes to debate in the area of team work theory and practice 
generally and more specifically to an understanding of how occupational 
therapists practice within health care teams. This information has the potential 
to inform and enhance service delivery for occupational therapists. It provides 
information concerning the learning needs of therapists to improve their work 
within health care team contexts and offers a model for a continuing 
professional education program to meet these learning needs.
This investigation focuses on the experiences of occupational therapists within 
the health care team context. The exploration process involved a conceptual 
and reflective review of the literature to integrate data concerning health care 
teams, power relations and continuing professional education with data 
concerning occupational therapists. This was followed by a preliminary, 
qualitative study to explore the experiences of occupational therapists in health 
care teams. Next, a quantitative study to further explore the factors affecting 
occupational therapy practice in health care teams based on the findings of the 
qualitative study and to determine the learning needs of therapists was 
conducted. This data was used to propose a number of recommendations 
including a continuing professional education approach to meet these needs.
The report of this project is presented in three parts.
* Part One provides a review of the literature in the areas of health care teams 
(Chapter One), power relationships (Chapter Two) and continuing professional 
education (Chapter Three). It also includes a statement of the research problem
5
and an overview of the qualitative and quantitative research strategies 
employed (Chapter Four).
* Part Two outlines the qualitative research method in detail (Chapter Five) 
and its results (Chapter Six).
* Part Three outlines the quantitative research method (Chapter Seven) and the 
results of the study (Chapter Eight). These are discussed in the light of the 
literature reviewed in Part One and an outline for a continuing professional 
education approach to meet the learning needs of therapists working in teams 
is proposed (Chapter Nine). Chapter Ten concludes the project, summarising 
the major findings and proposing future research directions.
PART ONE
REVIEW OF THE LITERATURE
CHAPTER ONE
HEALTH CARE TEAMS
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In this chapter health care teams are defined initially. This is followed by a 
number of sections which address the individual as a team member, other 
factors affecting team functioning and the stage of the team's development. 
Lastly, literature related to the occupational therapist as a member of a team 
is reviewed.
The delivery of health care services today is often by way of a team 
approach. The types of teams involved in the delivery of health care 
services have been variously described as multidisciplinary, interdisciplinary 
and transdisciplinary (Maple, 1987; Qualls and Czirr, 1988; Edwards and 
Hanley, 1989). Authors and researchers have used different criteria to 
distinguish between team types and the terms multidisciplinary and 
interdisciplinary are often used to refer to the same type of team.
Maple (1987) distinguished among the three types of health care teams 
according to the nature of communication between members and the nature 
of the tasks they perform. She described a multidisciplinary team as one in 
which the client was seen by more than one health care professional, but 
where communication and information exchange among those professionals 
was minimal. Each professional worked largely independently, pursuing 
their own treatment plan with the client. An interdisciplinary team was 
described as one where there was communication among health 
professionals involved and an attempt to coordinate treatment among 
professionals. The term transdisciplinary team was used to describe a 
situation where similar work was carried out by each team member and 
where activities did not conform to traditional discipline boundaries. In this 
type of team, Maple (1987) suggested that one health care professional often 
takes responsibility for a number of clients and an individual program is 
designed for each client.
Edwards and Hanley (1989) made a similar distinction between 
multidisciplinary and interdisciplinary teams. They described an
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interdisciplinary team as one in which the professional activities of two or 
more individuals from different professions are in an interdependent 
working relationship and within a common service delivery system. They 
distinguished this from a multidisciplinary team which was described as 
involving two or more professionals who work with the same patient, but 
with independent objectives, strategies and activities. This implies that 
those in an interdisciplinary team have coordinated interdependent 
objectives for the client, and that they coordinate their intervention 
strategies and activities.
Ducanis and Golin (1979, p.3) were less specific in their definition of an 
interdisciplinary team. They simply stated that an interdisciplinary team 
was "a functional unit composed of individuals with varied and specialised 
training who coordinate their activities to provide services to a client or 
group of clients."
Ivey, Strauch Brown, Teske and Silverman (1988) described 
interdisciplinary practice in the form of a continuum of professional 
autonomy (Figure 2).
Professional autonomy decreases 
Shared expertise increases — >
Parallel Consultation Multidisciplinary
practice practice
- j ------------ ,----------------1-------------- ,-------------- '----------------- r —
Collaboration Coordination Interdisciplinary
practice
Chronicity and complexity of health care situations increases------ >
Ability of client to access health care systems decreases ------ »
Figure 2: A continuum of interdisciplinary practice 
(Ivey, Strauch Brown, Teske and Silverman, 1988, p. 191)
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The continuum includes parallel practice, collaboration, consultation, 
coordination, multidisciplinary practice and the interdisciplinary health care 
team. Here they distinguished between multidisciplinary practice and an 
interdisciplinary health care team using face to face communication as the 
distinguishing feature of the health care team. They defined a 
multidisciplinary team as "one or two individuals acting as core 
communication intermediaries in directing and planning the overall activities 
of ancillary members who may or may not meet with other team members" 
(Blair, 1983, cited in Ivey, Strauch Brown, Teske and Silverman, 1988, 
p.192). They stated that "it is only as groups of professionals meet 
regularly in each other's presence around specific goals that the 
interdisciplinary team emerges" (p.192).
The transdisciplinary team discussed by Maple (1987) would fall on the 
extreme end of this continuum after interdisciplinary teams if it were to be 
included.
Qualls and Czirr (1988) used the term multidisciplinary to describe the type 
of health care team the authors above refer to as interdisciplinary. The use 
of differing terminology to describe the same type of health care team 
necessitates caution when reviewing research literature to determine the type 
of health care team being discussed. For the purposes of the following 
discussion, the descriptions given by Maple (1987) will be used to define 
multidisciplinary, interdisciplinary and transdisciplinary health care teams.
Several authors have suggested factors which will affect the way a team 
functions. The way teams function can be broadly defined as teamwork 
which Baldwin (1984, p.421, cited in Miller, 1989, p.122) described as "a 
special form of interactional interdependence between health care providers, 
who merge different but complimentary skills or viewpoints in the service 
of the patient in the solution of his or her health problems". The factors 
affecting teamwork include those which are related to the individual within
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the team, what that person brings to the team and how they fit in 
personally. This also includes the way different members of the team 
perceive each other and interact with one another (Brill, 1976; Horwitz, 
1969, 1970; Qualls and Czirr, 1988; Ducanis and Golin, 1979). Other 
factors involve the functioning of the team as a small group, including its 
norms, values and decision making processes (Payne, 1980; Ducanis and 
Golin, 1979; Brill, 1976). These factors will be considered in the following 
sections.
1.1 THE INDIVIDUAL AS A TEAM MEMBER
Horwitz (1970) suggested that any individual who enters a team brings with 
them and subsequently discloses four images. These include the individual's 
personal and professional image; the expectations she/he has of their own 
profession in the particular setting; an understanding of the skills and 
responsibilities of their team colleagues; and a perception of their 
colleagues' image of them.
1.1.1 The Individual's Personal Image
Brill (1976) suggested that a team member brings a self image based on 
seven different frames of reference. These are the person's values and 
attitudes, their behaviour patterns and norms, their latent characteristics, 
their own reference group as well as both generalist and specialist 
knowledge and skills. Apart from these frames of reference the research in 
this area addresses more personal characteristics (Beatty,1987; Raines, 1988).
The main barrier student nurses perceived in relation to their ability to work 
well as a team member was a lack of assertiveness in participating in team 
interactions (Beatty, 1987). Respondents rated a 22 item Health Care Team 
Attitude Scale developed by the researchers using a previous scale by 
Snyder (1981) as a base. No other details about the scale were provided by 
the researchers. Beatty noted that "comments such as 'self doubt’, 'shyness', 
'ego vulnerability’, and ’unassertiveness' were very frequent." These self
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perceptions would influence the nurses' personal images which they present 
within the health care team. Beatty (1987) did not define what she meant 
by the term interdisciplinary with reference to health care teams however, so 
the precise circumstances or work situation to which the nurses have 
referred is unclear.
Raines (1988) used a model of value systems developed by Adams (1986, 
cited in Raines, 1988, pp.324-326) to demonstrate how an individual's value 
system can affect the image that she/he projected within a health care team. 
She suggested that people with certain value systems function more or less 
effectively. Their effectiveness depends on how the team is structured; 
whether their value systems are congruent or at odds with the team's goals 
and values as a whole; or with those held by other individuals within the 
team. The six value systems are achiever, involver, loyalist, loner, kinsmen 
and choice seeker.
She suggested that achievers are self confident and good at making things 
happen. They are comfortable in authority positions. Involvers enjoy being 
part of a cooperative team, are good at collaborating and tend to be 
sensitive to the feelings of others in the group. They do not deal well with 
authority. Loyalists generally stick with the status quo and are suspicious 
of any new ideas. They may view an involver as out of touch and 
idealistic. The loner value system is individualistic and focuses on survival 
of the individual. The loner looks for chances to dominate and sees the 
world as hostile. Kinsmen are oriented to the survival of their family 
group. These values are usually found in nomadic tribes. Choice seekers 
value privacy, personal freedom and intellectual stimulation. There are 
fewer of them than involvers but they have a significant impact on work 
places because of their competence. They are self directing and tend to be 
intolerant of routine.
An example of how individual value systems affect team functioning is
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illustrated by proposing a team where the doctor in charge of an operating 
team is an achiever and the team members are involvers. Raines (1988) 
suggested that the doctor would see the involvers as judgemental, unrealistic 
and subject to peer pressure. The members of the team would see the 
achievers as self-centred, impatient and insensitive. Such a combination of 
values within a team is likely to lead to conflict. She suggested that 
communication within a team can be improved if the value systems of 
individuals are appreciated and some compromise is possible in methods of 
communication and work approaches.
1.1.2 Expectations of the Individual's Own Profession (Professional 
image)
"The primary frame of reference for each group of professionals differs and 
unless these differences are openly addressed and negotiated among 
members of the team, efforts may be inconsistent and contradictory at 
times" (Maple ,1987, p.147). The frame of reference of each professional 
reflects their expectations of their own professional group in a given setting. 
Kane (1975, p.2) suggested that "professional allegiances as now developed 
in professional schools and professional associations are not conducive to 
producing effective teamwork".
Qualls and Czirr (1988) identified different models of professional 
functioning among health care professionals. They assert that "the values 
and behaviours that make up professionalism are not the same for all 
professions. In fact, some that are considered essential and highly valued 
by one profession may be considered luxuries or even weaknesses by 
another" (p.373). They described a continua along four broad areas in 
which models of good health care held by various professional groups may 
differ. These are the logic of assessment, the focus of professional efforts, 
the locus of responsibility and the pace of action.
The logic of assessment relates to defining the client’s problems. A
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physician will rule out diagnoses by narrowing down possible causes of 
disease while a social worker or occupational therapist will go beyond a 
presenting problem to gather multiple data to get a broad picture, or rule in 
the issues and problems for any given client. Clearly the expectations each 
of these team members have of their own profession's practice is different.
The focus of professional efforts relates to intervention priorities. A 
physician at the extreme of the ruling out end of the continuum will feel 
that their work is completed when an acute medical condition has been 
stabilised while other professionals will wish to continue the client's 
hospitalisation to look at functional tasks and the client's home situation.
The locus of responsibility relates to the extent to which the health 
professional expects to direct the patient to follow orders. At one end of 
the continuum is the professional who expects to be totally directive. At 
the other end is the professional who acts more as a consultant, with the 
patient maintaining responsibility over the decisions affecting his/her health.
The last area on which professionals differ is the pace of action or timetable 
for change. They suggest that professionals at the biomedical extreme are 
taught to work rapidly, often without patient consent in acute medical 
situations. Other professionals are taught to work within a much longer 
time frame where determining problems and affecting change are much 
slower. Qualls and Czirr (1988) believe that differences in each
professional's model of practice along the four areas of the continua 
described above affect the functioning of a health care team.
A second set of continua they described relate to the interactions of two or 
more professionals who are trying to function cooperatively. They suggest 
that "professionals can differ markedly in these implicit models for good 
behaviour in team settings. These models include beliefs along three
continua: the focus of the group's attention, expectations about decision
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making, and degree of interdisciplinary interdependence" (Qualls and Czirr, 
1988, p. 375).
Professionals may differ in what they consider to be appropriate use of time 
and content in team meetings with some wishing only to discuss medical 
facts and others wishing a more broad discussion of the patient's concerns. 
Professionals expectations about how decisions will be made may differ 
markedly. One extreme is the professional who expects one person to act 
as an executive and take decisions on behalf of the team. At the other end 
is the person who expects consensus decision making where all members 
have an equal voice. Beliefs about interdisciplinary interdependence relate 
to the distribution of responsibility within the team. One extreme is 
autonomy of practice where for example, the physician carries the legal 
responsibility for all decision making and directs other personnel 
accordingly. The other extreme of the continuum is where no one 
professional ever expects to assume all responsibility and is obliged to call 
on other professionals for their opinion and professional expertise.
Clearly, the model of practice which each professional considers desirable 
as a result of their education and which they bring into the team will affect 
the way a health care team functions. There is the potential for both 
conflict and collaboration, depending on whether differences are resolved. 
The effect of educational socialisation on expectations of team work is also 
stressed by Blechert, Christiansen and Kari (1987, p.577) when they state 
that "the education of professionals in any discipline can promote learned 
attitudes that make it difficult for students to participate in team work."
Role identity and security are also considered important for effective 
participation in a team (Liddell, 1981). It is necessary at times for a team 
member to do aspects of another's role in the best interests of the patient. 
"If one is secure in one's role as a professional, one will see the need for 
this to happen. If one is insecure in one's role one will become
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professionally jealous or professionally offended, demarcation disputes will 
follow" (Liddel, 1981, p.5). Role security is thought to be enhanced by a 
strong ideology or view of one's professional role. "A strong ideology can 
serve as a bulwark against excessive vulnerability to environmental demands 
- it becomes a position of power from which the practitioner can negotiate 
or build his or her role. On the other hand, a lack of strong ideology may 
lead to identity confusion for clinicians" (Barris, 1985, p.73).
In addition to having a distinctive and important role it has been suggested 
that it is necessary for each team member to know their own limitations and 
to recognise the strengths of others (Downie and Caiman, 1987) and that an 
important part of role definition is the articulation of competencies that are 
operationalised as skills and tasks.
Kane (1975, p.16) suggested that "there is a continuous interplay between 
the ideal of a professional responsibility to maintain a unique and specific 
position for one's own profession on the team and the professional 
responsibility to work with others". Role perception is clearly important 
since a lack of clarity or agreement may lead to role conflict or ambiguity. 
This may in turn affect the professional's ability to work in an organisation 
where there are professionals functioning in various capacities.
1.1.3 Understanding the Skills and Responsibilities of Team Colleagues
Health professionals may have inaccurate understandings of their colleagues 
skills and responsibilities because of stereotypes. Westbrook (1978, p.12) 
described stereotypes as "pictures in the head" which people have of various 
groups. Such stereotypes affect the way health care teams interact. They 
may be "causes of interdisciplinary ignorance , competition and jealousy". 
Considerable differences may exist between a group's perception of itself 
and the perception of outsiders, in this instance other team members. Streed 
and Stoecker (1991) support the notion of stereotypes between 
physiotherapists and occupational therapists about the other professional
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group.
Nurses and occupational therapists have been found to hold significantly 
different stereotypes about their own and each other's professions. 
"Occupational therapists saw themselves as being more interested in people, 
more sensitive in evaluating a medical problem and having more sense of 
humour and being less impersonal than nurses, whereas nurses perceived the 
reverse state of affairs" (Westbrook, 1978, p.14). Generally however, each 
professional group had a positive image of the other group suggesting that 
stereotypes held by these particular groups do not lead to poor team work. 
The researchers report sampling difficulties during the study which may 
have biased the sample. The results of this study must therefore be 
interpreted with caution. One would not be able to assume that these 
attitudes are representative of the nursing and occupational therapy 
populations.
Administrators in Canada have been found to have a good knowledge of 
what occupational therapists do but to have little appreciation of the 
therapist's role in client evaluation, treatment and monitoring treatment 
effects (Brintnell, Madill and Wood, 1981). They were unclear about the 
therapist's rationale behind their actions. Rural occupational therapists in a 
US study using two different sample groups, rated a poor awareness of 
occupational therapy as the first and second major problems encountered by 
them in their practice (Kohler and Mayberry, 1993). This lack of 
knowledge, if shared by other health care team members, may affect the 
other professionals' respect or acknowledgment of the role of the 
occupational therapist.
Bassoff (1983) conducted a series of interviews with twelve practitioners 
from five health disciplines to determine the factors which they saw as 
important in facilitating good team work. The results of these interviews 
revealed that attitudes were the most important factors. One of the attitude
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areas identified was the need to value and respect professionals from other 
disciplines. This concept was composed of achieving competence and 
security in one's own role, maintaining a focus on optimal patient care and 
who can best provide what parts, and approaching and responding to others 
without threat. They also found that it was important for roles to overlap at 
times.
Ducanis and Golin (1979) developed an interprofessional perception scale to 
examine how professionals view themselves, view other professions and 
think that other professions view them. The scale requires individuals to 
use two questionnaires. The first looks at their views of their own 
profession, how they feel other health professionals view their profession 
and the congruence they see between the two views. The second is 
answered in relation to another profession where the individual indicates 
their views of that other profession, how she/he thinks the profession views 
itself and the congruence that exists between these views. Preliminary 
studies using these scales have shown areas of misunderstanding between 
allied health professionals and nurses and doctors. The areas of 
misunderstanding include encroaching on another's professional territory, 
lack of understanding of the capabilities of other professionals, 
defensiveness about professional prerogatives, and under utilisation of the 
capabilities of other professionals. This perception scale also addresses how 
the professional feels others view them within the health care team.
1.1.4 The Individual's Beliefs About Their Colleagues' Views of Them
The doctor/nurse relationship has been perceived by nurses to create a 
barrier for them when trying to work in teams (Beatty, 1987). The nurses 
felt there was a problem with the acceptance and respect for the nurses' role 
from both doctors and other health team members.
A similar difficulty was expressed by occupational therapists who felt that 
doctors and medical consultants in a particular hospital showed a lack of
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interest or understanding of the role of the occupational therapist (Smith, 
1986). These results need careful interpretation however due to a very small 
sample size (8) and lack of validity and reliability of the survey instrument 
which was not trialled and was developed specifically for one institutional 
context.
In a study by Parker and Chan (1986) occupational therapists and physical 
therapists (physiotherapists) rated themselves and each other on the Allied 
Health Professions Prestige Rating Scale. Physical therapists were ranked 
higher than occupational therapists by both groups. However, the 
occupational therapists ranked themselves in fourth position while the 
physical therapists ranked the occupational therapists in fifth position. 
There is a difference between the occupational therapists' perception of 
themselves and that held by physical therapists which may have 
consequences for team function. This may result in the occupational 
therapists feeling less valued in a health care team which has 
physiotherapists as team members. This may in turn affect their own 
perceptions and levels of confidence within the team.
Shortell (1974) found that a medical specialty's prestige was related to the 
degree of control that it exerted over a patient's fate. Those specialities 
where the nature of the relationship could be described as activity-passivity 
received the highest prestige ratings from medical practitioners themselves, 
patients and students. Specialities whose relationships could be described as 
mutual participation received the lowest prestige ratings while those 
described as guidance-cooperation received middle ratings. Similar 
variables may operate in relation to other allied health disciplines. This 
activity passivity dimension is akin to the locus of responsibility continuum 
described by Qualls and Czirr (1988). Medical practitioners whose 
relationships are described as active passive may not view other 
professionals whose orientation is mutual participation or guidance- 
cooperation very highly. This may in turn lead to problems with team work.
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This may be the case for occupational therapists who tend towards the 
mutual participation model of interaction.
1.1.5 Summary
The individual professional brings to the health care team various 
perceptions of themselves both personally and professionally. In addition 
each individual comes with expectations about their own profession's 
practice in the setting and ideas about what she/he expects of and thinks of 
other professionals with whom she/he will be working. The team members 
also come with ideas about how other professionals view them as 
individuals and within their professional role. All of these factors have the 
potential to influence the way an individual professional will function within 
a health care team which in turn affects the function of the team as a whole. 
Clearly, when all the individuals who constitute any given health care team 
come together with their own personal and professional beliefs, roles and 
expectations there exists the potential for conflict. Other factors which 
affect the functioning of a health care team will be reviewed in the next 
section.
1.2 FACTORS AFFECTING TEAM FUNCTIONING
In the area of team dynamics Ducanis and Golin (1979) defined a team as a 
small group, such that "the members of the group are in interaction with 
one another. They share a common goal and set of norms which give 
direction and limits to their activity. They also develop a set of roles and a 
network of interpersonal attraction, which serve to differentiate them from 
other groups" (Hare, 1976, p.5, cited in Ducanis and Golin, 1979, p.119).
When reviewing team functioning various characteristics of teams have been 
considered. These have included the team's norms (Ducanis and Golin, 
1979; Payne, 1982; Downie and Caiman, 1987), conformity to those and the 
extent to which sanctions apply for non conformity. It is suggested that the 
goals of the team must be explicit and that when this does not occur,
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conflict may arise (Downie and Caiman, 1987). Goals of specific 
professionals in the team may be ones which are not explicit (Maple, 1987). 
An example may be a particular professional's goal to clarify their own role 
within the team. If these goals are not recognised and accepted by the team, 
a feeling of frustration and that one's role is not understood may develop. 
Evers (1982) investigated team practice in geriatric teams and proposed that 
difficulties arose when common patient goals could not be agreed. In this 
research it was found that where this occurred the medical view 
predominated and dissent was expressed by other health professionals. This 
relates to the different focus of various health professionals discussed by 
Qualls and Czirr (1988).
The acceptance of a common goal of commitment to comprehensive patient 
care has been identified as a key component for effective team work 
(Bassoff, 1983). Included in this are beliefs that the team is essential to the 
delivery of good patient care, the requirements of personal investment to 
make the team work, the ability to make one's own needs subservient to the 
team purpose, inclusion in the decision making of all concerned and an 
expectation that one will work collaboratively. Ivey, Strauch Brown, Teske 
and Silverman (1988) supported a common orientation to the client/patient 
as the primary unit of attention as one strategy to emphasise the similarities 
between team members without diluting the uniqueness of each. In turn 
they suggested that this facilitated good team work and minimised conflict. 
The handling of conflict within the team is another key factor affecting 
team functioning (Brill, 1976). Groups with interdependent tasks, as would 
occur in a multidisciplinary health care team, but different goals encounter 
conflict (Wexley and Yukl, 1977, cited in Lynch and Rogers, 1986, p.l 17). 
A lack of clarity concerning which individual has responsibility for 
particular tasks is described as jurisdictional ambiguity and may lead to 
conflict (Walton, Dutton and Cafferty, 1969, cited in Lynch and Rogers, 
1986, p.l 17).
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Another key area of team functioning is the development of leadership roles 
and processes of decision making (Payne, 1982; Ducanis and Golin, 1979; 
Qualls and Czirr, 1988; Hirokawa and Keyton, 1995). Some professionals 
may expect to be in leadership positions and make decisions on behalf of 
the rest of the team while others expect to participate in consensus decision 
making (Qualls and Czirr, 1988).
The effect of status on role development and power issues within the team 
has been considered by some authors (Ducanis and Golin, 1979). Kane 
(1975) felt that the extent to which a member would conform to team norms 
was influenced by their status in the group, which in turn may be influenced 
by their professional affiliation. "The highest ranked and most secure 
members feel most free to express their disagreement with the group both 
privately and in public; the lowest ranked members are more likely to 
disagree privately but conform in public; and the average members are more 
likely to agree both privately and in public" (Kane, 1975, p.36).
Communication within the team is highlighted as an important team process 
which affects its functioning. This includes the levels and type of interaction 
within the team, the effects of various personal characteristics of team 
members on its functioning, the level of cohesion amongst members of the 
team and coalitions which may develop (Ducanis and Golin, 1979; 
Hirokawa and Keyton, 1995). The extent to which communication between 
team members is direct has also been discussed. Smith (1986) cited a 
situation where doctors communicated with occupational therapists through 
nursing staff and that this contributed to a lack of understanding by the 
doctors of the occupational therapy role. She suggested the need for 
expanded channels of communication if the team is to work in practice. 
This is consistent with the continuum of interdisciplinary practice developed 
by Ivey, Strauch Brown, Teske and Silverman (1988).
Openness of communication is considered an important norm for good team
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work (Miller, 1989). Team process discussions are necessary to achieve a 
balance between task functions of the team and the monitoring of the team 
process (Miller, 1989; Downie and Caiman, 1987). Maple (1987) discussed 
the differing priorities which health professionals may place on process 
goals such as open communication and the fact that these goals may remain 
implicit rather than being discussed. She saw that this may lead to conflict 
within the team. Bassoff (1983) found that an attitude of openness and a 
receptivity to the ideas of others was important for good team work. This 
includes the ability and desire to relate to others, approachability, and a 
view of team colleagues as people. Dienst and Byl (1981) included 
communication as a core topic in an educational program on health care 
teams.
The internal and external expectations of, and influences on the team are 
also important (Payne, 1982; Maple, 1987). Maple suggested that differing 
frames of reference held by team members may be reinforced 
administratively when individuals are responsible not only to the team but 
also to a discipline specific unit such as a professional department. She 
also suggested that there is stated support for the concept of the team but 
the reward structures (promotion, recognition etc.) may be controlled by a 
discipline specific unit.
Edwards and Hanley (1989) investigated the interprofessional activity 
between speech pathologists and occupational therapists. Factors limiting 
this type of activity for both groups were similar and included staff 
shortage, financial constraints imposed by the employment institution, 
physical barriers or diverse physical location which imposed constraints on 
the freedom to engage in meaningful and frequent interdisciplinary activity. 
The physical environment in which the team functions and its influence on 
the way it works has been highlighted by Payne (1982).
A study addressing the preparation of nursing students for work within
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health care teams, found that the most useful content area for students was 
group dynamics (Beatty, 1987). Areas within group dynamics which were 
seen as problematic included communication, decision making, authority 
and role conflicts.
Blechert, Christiansen and Kari (1987) suggested that the most important 
factors for intraprofessional team work are meeting three types of needs. 
These are: ministration or the desire to feel close to others in the work 
setting, feeling supported and safe; mastery in terms of ones own role, over 
the working environment and the team's tasks; and maturation which 
includes "renewing professional and personal goals, taking risks to achieve 
them, and empowering others in this process" (p.579). It may be that such 
needs are also important within interdisciplinary health care teams. This is 
supported by Champoux and Howard (1989) whose results suggested that 
the quality or the social context, including coworkers and relationships 
among coworkers, are important contributors to an employees general 
feelings of satisfaction.
1.2.1 Summary
Factors affecting the functioning of a health care team include how the team 
functions as a group. The development of shared goals and norms, the way 
decisions are made, how leadership and communication structures are set up 
and how conflict is dealt with will all affect the team members' abilities to 
work cooperatively. In addition there may be external pressures or 
expectations placed on the health care team which influence its functioning. 
As health care teams are formed, develop and disband the way a team 
functions will be influenced by the stage of development the team has 
reached as a group. The last area of consideration when looking at team 
functioning is the team's development over time which overlays those areas 
described above. Various authors discuss the developmental stages of 
health care teams and these are discussed in the next section.
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1.3 STAGES OF TEAM DEVELOPMENT
McPherson, Wittemann and Hasbrouck (1984) discussed three distinct stages 
of team development. The first was identifying interdependence. This 
involved the establishment of the goals of the team. For a team to function 
well the goals of the team need to be accepted by members and be 
congruent with members’ goals. In addition, individual member's goals need 
to be expressed rather than forming part of a hidden agenda which leads to 
conflict at later stages. Problems which may arise during this phase include 
unrealistic or unclear goals and objectives, too many goals, lack of 
consensus between team members about the teams goals and hidden 
agendas of individuals within the team.
The second stage they identified was one where roles and sources of 
influence are explored. It is important that all members' roles are clear and 
that team members' expectations of one another are realistic. "Influence or 
power issues are also underlying themes to team development. To some 
degree, all people tend to want to influence or be influenced by others. As 
people seek to negotiate within a group, power struggles among dominant 
members emerge...Resolution of such issues depends on personal 
willingness to accept members' unique knowledge and skill" (McPherson, 
Wittemann and Hasbrouck, 1984, p.97-98).
The third and last stage they identified was the development of work 
methods. This related to establishing exactly how the tasks of the team 
would be conducted or accomplished including how resources would be 
accessed, how decisions would be reached and how results of activities 
would be communicated.
Blechert, Christiansen and Kari (1987) presented a team development chart 
which includes the same four stages plus a final phase of separation. The 
stages they identified are as follows.
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1. Initiation stage where there is an exploration and definition of the roles 
and responsibilities of members within the context of the team and work 
setting.
2. Transition stage where adjustment and rearrangement of roles occurs to 
create a team.
3. Working stage involving the identification and achievement of tasks.
4. Interdependence stage when team members achieve interdependence in 
their working relationships and are effective in their work.
They suggested that separation may occur at any stage of the team's 
development and what occurs will be dependent on the maturity of the 
team. This is different from the model put forward by McPherson et al 
(1984) who did not include a final interdependence stage, but suggested 
rather that such interdependence is worked out in the first stage.
Blechert et al (1987) also indicated what they believed should be the team 
members' and the supervisor's tasks within each phase as well as the 
communication issues relevant to each stage. The development of the team 
was also related to the achievement of ministration, mastery and maturation 
needs.
Velianoff, Neely and Hall (1993) proposed five levels of development for 
medical and nursing collaborative practice committees. The stages are 
similar to those described by Blechert et al (1987) and addressed the 
committee's focus, purpose/structure, relationships and team building, 
purpose and outcomes. Their last stage describes an interdependent practice 
which is patient focused, where roles are clear and there is mutual trust and 
respect between members, and decision making is via group consensus.
Given that occupational therapists work largely within health care teams, 
what specific factors affect their ability to function successfully within such 
a health care team? No research to date has been conducted in Australia to
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examine the factors which affect occupational therapists' ability to work 
within a health care team. However, a number of authors have identified 
factors which are important considerations for occupational therapists and 
which are also factors related to team functioning. These are discussed in 
the next section.
1.4 THE OCCUPATIONAL THERAPIST AS A HEALTH CARE 
TEAM MEMBER
Nordholm and Westbrook (1986, p.22) found that the most strongly held 
belief by NSW occupational therapists about their profession was that "other 
groups of health professionals are confused about the role of my 
profession." Occupational therapists were the least likely of the health 
professionals educated at Cumberland College of Health Sciences, to agree 
with the statement that "members of my profession are clear about their role 
in the health care system " (Nordholm and Westbrook, 1986, p.22). Similar 
findings are reported for Canadian respondents who questioned the validity 
or efficacy of the procedures they used and the researchers suggested they 
may project this uncertainty in their associations with other professionals 
(Madill, Brintnell, Stewin, Fitzsimmons and McNab, 1985). Similarly, in 
the US, Cooperstein and Schwartz (1992) concluded that concern about the 
lack of awareness and respect from both the public and other health 
professionals was a concern for therapists.
This differs from findings for New Zealand occupational therapists with 
some experience (Boyd, 1981). Fifty nine percent of therapists sampled 
were clear about what they were required to do. However, it was also 
found that there was a tendency for one third of new graduates to be 
uncertain or unclear of their roles during the first twelve months of their 
practice. These new therapists may have difficulty in a health care team 
initially. There was also general disagreement by 56% of the sample that 
others were clear about the role of the occupational therapist.
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A number of authors have addressed these issues in the American context. 
A study by Fleming and Piedmont (1989, p.105) found therapists to be 
concerned about the lack of visibility and recognition of occupational 
therapy by "third party payers", "the general public" and "other health 
professionals". Kohler and Mayberry (1993) found that one of the major 
problems encountered by occupational therapists providing services in rural 
areas was a poor awareness of occupational therapy. Froehlich (1992, 
p.1042) discussed what she called an "ongoing struggle within occupational 
therapy for personal and public recognition of the value and meaning of our 
work". This is consistent with Australian findings (Nordholm and 
Westbrook, 1986) that five years after graduation, occupational therapists 
placed greater value on the respect they received than they had 18 months 
after graduation. Respect for the profession and a sense of pride have been 
found to relate to Canadian occupational therapists' job satisfaction 
(Canadian Mental Health Association, 1984; Krumboltz, 1979; Madill et al, 
1985; Sabari, 1985). This lack of recognition and hence status may result in 
occupational therapists being unwilling to be outspoken in a team (Kane, 
1975, p.36). Occupational therapists unwilling to be outspoken on a team 
may be expected to be less comfortable in the team as they will be less able 
to influence decision making, articulate their roles and communicate with 
their team colleagues generally. This may make them less effective in the 
team.
In a number of US and Canadian studies interpersonal relations with co­
workers have been found to influence the job satisfaction of occupational 
therapists (Brollier, 1985; Florian, Sheffer and Saches, 1985; Davis and 
Bordieri, 1988; Herzberg, 1966; Canadian mental health association, 1984; 
Patchen, 1970; Atwood, 1982). Interpersonal relations are seen as job 
incentives (Bordieri, 1988).
A British study (Rees and Smith, 1991, p.293) found that occupational 
therapists with high sickness absence rates scored low on scales measuring
29
'satisfaction from personal relationships at work' and high on 'pressure from 
relationships at work'. These authors concluded that "one of the principal 
differences between occupational therapy staff and other professions allied 
to medicine..in terms of sources of pressure was problems from relationships 
with other people" (p.293). In the Australian context (Nordholm and 
Westbrook, 1986) it was found that therapists placed less emphasis on 
difficulties with other professionals five years after graduation than they had 
done eighteen months post graduation, although this area was still somewhat 
problematic. Occupational therapists who perceive that other professionals 
around them do not have a good understanding of their role or do not 
respect them, will be less comfortable in a team that those who believe their 
colleagues views of them are more positive.
Boyd (1981) found in relation to New Zealand therapists that other health 
care professionals directly affected occupational therapists in determining 
what they did. Other occupational therapists most often influenced what a 
therapist did followed by nurses, social workers, physiotherapists, 
physicians, surgeons, psychiatrists and psychologists in descending order. 
The extent to which others determine the role of the occupational therapist 
will influence their practice in the health care team. This contrasted with 
the findings of Graham and Timewell (1990) from a small sample of 
occupational therapists in Australia who felt their roles were most frequently 
set by their own conception and that only infrequently were they dictated by 
a superior occupational therapist, other professionals or administrators. The 
extent to which therapists feel they are able to determine the nature of their 
own practice will affect their role confidence and clarity. It may be expected 
that therapists with greater role confidence and clarity will be more 
comfortable and effective in a team.
Graham and Timewell (1990) concluded that there is a false consciousness 
among occupational therapists in relation to their perceived status within the 
health care system. They suggested that the external indicator of prestige,
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namely salary, did not reflect a profession with high status. Furthermore, 
they felt that it was unrealistic for occupational therapists to feel they were 
highly regarded by others in the health care sector when they freely 
admitted that others were unclear about what they did.
A factor which correlates positively to job satisfaction for American 
occupational therapists is perceived autonomy (Davis and Bordieri, 1988). 
A factor in the model of the professions within health care teams outlined 
by Qualls and Czirr (1988) was the belief held by team members about 
interdisciplinary interdependence. Perhaps occupational therapists would be 
most satisfied when working within a model which accepted the 
independence of different health professionals.
The personality trait of desirability correlated with job satisfaction for 
Australian therapists (Peacock, 1984). Desirability is the need for social 
approval and acceptance and the belief that this can be accomplished 
through culturally acceptable and appropriate behaviour. This again
highlights the occupational therapists' need for acceptance and the 
importance that the view held of them by co-workers will hold for an 
occupational therapist.
Peacock (1984) also found that occupational therapists had high 
achievement scores which reflected their need to accomplish difficult tasks, 
to maintain high standards and a willingness to work towards difficult goals. 
This would positively influence their practice within a health care team.
1.5 CONCLUSION
Types of health care teams are distinguished according to the amount of 
communication and shared goals for patient treatment they experience. An 
interdisciplinary team reflects face to face communication between all team 
members and shared goals while a multidisciplinary team is one where 
health professionals see the same patient but do not necessarily
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communicate directly with one another in relation to treatment goals.
The way a health care team functions will depend on the images each 
individual professional brings to the team. These images include the 
individual's personal and professional image, the expectations she/he has of 
their own profession in the context and their expectations of other team 
members as well as the beliefs the individual has about how other 
professionals view them. Their ability to function well in a team will 
depend on their ability to be flexible about and accepting of the different 
models within which the individual him/her self and other professionals 
work.
The team can be viewed as a small group which will be affected by various 
dimensions of group dynamics. These include the team's goals and norms, 
roles of team members, decision making and conflict resolution practices, 
leadership development and communication structures. The stage of 
development the team has reached will also affect the way it functions. An 
individual’s success within the team will depend on his/her ability to 
contribute actively to the development of the team as a small group, 
ensuring that the goals, norms and values of the group are compatible with 
their own.
Occupational therapists' ability to work well within a health care team may 
be affected by the personal and professional images they bring to the team, 
how they see their role and that of other health professionals and how they 
believe other professionals view them. It may be expected that those 
occupational therapists who feel clear about their own professional role and 
are able to accept the contributions of others as valid, will function more 
comfortably in a health care team than those who do not. Similarly those 
therapists who feel that the perception by their colleagues of their own role 
and personal performance is positive and feel they can influence such a 
perception, will feel better about working in a health care team than those
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who do not. No studies in Australia have specifically examined the way 
occupational therapists work within health care teams or how they perceive 
they function. Australian and oversees studies have however identified a 
number of factors relevant for occupational therapists which in turn may 
affect their team functioning, based on what is known about health care 
teams.
One of the factors considered by Ducanis and Golin (1979) when reviewing 
the function of a health care team is the power relationships which exist 
between individual members of the team. Power relations are relevant for 
occupational therapists who are predominantly women in a traditionally 
male dominated medical model or environment. As members of a
paramedical profession they are potentially subject to dominance both 
because of their gender and their occupational status along side medicine 
and other health professionals. These relationships are discussed in Chapter 
Two.
CHAPTER TWO
STATUS, OCCUPATION AND POWER
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The word power conjures up awesome images of manipulation and 
coercion, and many feel that it is something to be feared and perhaps 
ignored. The reality is that the world runs by power. Power is a 
positive force. It is having impact into the decisions that govern your 
lifestyle both personally and professionally (Willey, 1987, p.25).
This quote perhaps sums up the two extreme views which may be held 
about power. Willey (1987) went on to use the Webster's New World 
Dictionary definition of power which describes power as an individual's 
ability to influence, sway and control others to the extent that others will be 
obedient. Del Bueno (1987, p.1495) described power as "neither good nor 
bad, moral nor immoral, acceptable nor unacceptable. Rather power is the 
ability to get others to do what you want and also to avoid doing what is 
personally undesirable." Miller (1982) defined power as the capacity to 
produce a change. The view of power as a positive force and a natural part 
of working and other relationships is described by Goldberg, Cavanaugh and 
Larson (1983).
Willey used French and Raven's (1959) description of six bases of power 
together with a seventh added by Cavanaugh (1985). It has been suggested 
that the bases of power can be used individually or in combination and that 
they are additive. This means that the more bases of power an individual 
holds, the more power they will be able to exercise. The seven bases of 
power are described by Willey as follows.
1. "Reward power involves the use of positive sanctions by the person 
wielding the power " (French and Raven, 1959, cited in Willey, 1987, p.25). 
This may take the form of monetary compensation, praise, privileges etc.
2. "Coercive power is the opposite of reward power. It involves the use of 
negative sanctions " (Willey, 87, p.25). How strong this power is depends 
on the degree of negative punishment that is perceived.
3. Legitimate power "is based on the legitimacy of authority...The
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acceptance of a social structure gives various individuals in society the right 
to wield legitimate power...The range of an individual's legitimate power is 
specified along with the designation of that power" (French and Raven, 
1959, cited in Wiley, 1987, p.25).
4. "Referent power is based on identifying with other people who have 
power. The greater the attraction, the greater the identification, and 
subsequently the greater the referent power (French and Raven, 1959). It is 
under this form of power that networking is accomplished" (Willey, 1987,
P-26).
5. "Expert power derives from the knowledge, abilities, and credibility of 
the person exerting the influence. Another person's knowledge is evaluated 
in relation to your own knowledge as well as against an absolute standard. 
This is the professional's greatest source of power" (Willey, 1987, p.26).
6. Informational power arises "from the ability of an individual to gain and 
share valuable information (Heineken and McCloskey, 1985)" (Willey, 
1987, p.26).
7. Charismatic power "is the power that attracts one person to another 
(Heineken and McCloskey, 1985)" (Willey, 1987, p.26). It is suggested that 
one's dress and general appearance affect charisma power and that in order 
to exert the most influence an individual should conform to acceptable dress 
codes for the organisation.
The Macquarie Dictionary (1985, p.349) defines status as a "1. condition, 
position, or standing socially, professionally, or otherwise. 2. the relative 
standing, position, or condition of anything." In the case of health care 
professionals their status would thus refer to their standing or position 
within the health care system in relation to one another. The fact that 
health professionals view their own position and that of others in the health 
team differently in relation to status or standing has been discussed in an 
earlier section.
The power relationships which operate between individual members of a
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team and within the health care work force in general may be viewed from 
two perspectives. The first is that division which occurs as a result of the 
different status ascribed to the various professions whose members make up 
the health care work force. The second is that division which occurs 
because of gender differences. The two are however linked due to the 
gender dominance within different professions.
2.1 OCCUPATIONAL STATUS
The status and subsequent power afforded those who work within the health 
sector hinges on each occupation's development as a profession. Medicine 
is referred to as one of the "true" professions and is considered to meet all 
of the characteristics of a profession (Pellegrino, 1983). As such it receives 
a high level of respect, status and subsequent power within the health care 
sector. Other occupational groups are variously referred to as semi­
professions (Etzioni, 1969), allied health professions and paramedical 
professions (Anderson and Bell, 1985). They are viewed as somewhat but 
not wholly professional and are therefore afforded less status and 
subsequent power within health care decision making.
Professions are described within the literature as possessing a number of 
characteristics which distinguish them from occupations (Pavalko, 1971; 
Moore, 1970; Greenwood, 1972). Moore (1970) suggests that these 
characteristics can be viewed along a continuum from occupation to 
profession and include: a full time involvement in the task; a personal 
commitment to a calling; the formation of a national organisation; a 
university education; skill based on theoretical knowledge; a service 
orientation; and autonomy. True professions, such as medicine are deemed 
to hold all of these characteristics with those considered semi professional 
meeting the criteria to varying degrees. This approach is referred to as the 
trait approach (Green, 1991).
The source of professional status is viewed differently by sociologists and
37
others who look at professional development. This status may be seen as 
community granted (Pellegrino, 1983) or self granted for the purposes of 
exercising dominance over other health workers (Turner, 1985; Willis, 
1983).
Beal (1988) described the historical development of the profession of 
medicine in the 18th and 19th centuries which led to the dominance of 
medicine over nursing. She suggested that medicine emerged as a status 
profession as education came to be seen as useful a way of earning a good 
income as ancestry. Education from a prestigious university also made one 
a gentleman who could be trusted and was afforded status. "Thus educated 
physicians came to be seen not only as men with knowledge, but as 
members of an elite group" (p.19). She stated that at the same time, 
medicine sought out a new client group in the form of child bearing women. 
Obstetrics became the first specialty taught in American universities and led 
to the hospital being seen as central to health. These women had previously 
been serviced by midwives. The doctors argued that child bearing women 
would be best serviced by scientifically trained medical practitioners rather 
than by midwives. "The basis for this assertion was not founded on 
research or on practical evidence that the practice of midwifery was unsafe. 
Rather it was founded on the endeavour by doctors to attain political power 
and monopolistic rights" (Beal, 1988, p.19). Jongbloed (1984) stressed the 
importance of the monopoly over a set of tasks as a factor that affects an 
occupational group's professionalisation.
It has been further asserted that this development resulted in nursing and 
other allied health professional groups who are predominantly female 
fulfilling a "hand maiden" role to the historically, male dominated medical 
profession (Hamlin, 1992, p.1031). The stereotype of the nurse hand maiden 
is seen by some to imply that the nurse "does not possess scientific 
knowledge, or professional responsibility nor the capacity to be an 
independent thinker " (Vance, Talbott, McBride and Mason, 1985, p.283).
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This may be likened to the power derived from established authority 
described by Weber (Bendix, 1982), that allocated the right to command 
and the duty to obey. This power may be based on legal, traditional or 
charismatic domination. In this instance the domination of nursing and 
subsequently other allied health occupations by medicine has been achieved 
via legislation in the first instance and has perhaps become traditional over 
time. Legitimate power as defined by French and Raven (1959, cited in 
Willey, 1987, p.25) is also an apt description of medicine's power within the 
health care sector.
Arch and Graetz (1989, p.182) suggested that the "dominance of traditional 
medical authority and the limited success of the push for professionalisation 
have also been seen as constraints on nurses' autonomy." Baley and Lewis 
(1982) described four linked concepts relating to autonomy. A 
responsibility is described as a charge for which one is answerable. 
However in order to fulfil a charge (responsibility) one must be given the 
authority or the legitimate power to do so. This power may be from the 
authority of the situation, the authority of expert knowledge or the authority 
of position. If the health professionals expert knowledge is questioned by 
others or members of the profession itself then its authority to carry out a 
charge or responsibility may be in doubt. Similarly if a health professional 
does not hold positions where there is authority to make binding decisions 
then his/her ability to influence policy etc. will be minimised. Expert power 
is one power base described by French and Raven (1959, cited in Willey, 
1987, p.26) as the professional's greatest source of power.
Autonomy is the "freedom to make discretionary and binding decisions 
consistent with one's scope of practice and freedom to act on those 
decisions" (Baley and Lewis, 1982, p.15). Authority is the freedom to fulfil 
a charge or responsibility and autonomy is the freedom to exercise that 
rightful power. This freedom is derived from two sources. The 
organisational structure must allow the exercise of autonomy and the
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professional must perceive the freedom and be willing to exercise 
autonomy. Clearly if one professional has the right to veto decisions or 
influence the decisions of another health professional then the second health 
professional's autonomy is affected. The requirement for a physician's 
prescription or referral may be seen to diminish another health professional's 
autonomy (Jongbloed, 1984). Accountability refers to the responsibility to 
disclose information about the charge one has accepted.
Three forms of medical dominance have been identified in the literature 
(Willis, 1986). The first is subordination where another health professional 
works under the direct control of doctors. Midwifery is cited as an 
example. The second is limitation. Dentistry and optometry are described 
as professions whose practice has not been under the direct control of 
medicine but under more "indirect control through legal restriction on their 
occupational territories and medical presence on their registration boards" 
(p.6). The last form of dominance is exclusion which occurs when 
occupations are "denied official legitimacy in the form of licensing and have 
come to be known as 'alternative' medicine as a result" (p.6).
In summary, the status and subsequent power that health professionals are 
able to exercise can be seen to relate to their professionalisation. Two 
views of professionalisation have been put forward in the literature. One 
related to the characteristics of a profession and the extent to which health 
occupations fulfil them and are then afforded status by the community. The 
second related to the exercise of power or dominance by the medical 
profession over other health professionals resulting in it being afforded more 
status and power than other health care groups. This power dynamic is seen 
as having arisen as a result of the combination of a favourable social 
climate and deliberate strategy.
Klegon (1978) combined the two approaches in suggesting an internal and 
an external dynamic of professionalisation. The internal dynamic relates to
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efforts by professionals to acquire the traits of a profession and the external 
dynamic relates professional organisation and control to other institutional 
forces and arrangements of power.
As has been discussed, the status ascribed by different health care 
professionals to their own profession and other professions varies and will 
be influenced by each individual's view of professions in general. These 
perceptions will influence each health care team's development and ability 
to function as a small group.
The medical profession has historically been male dominated and this 
dominance continues even within the profession by way of male doctors 
holding positions in more prestigious medical fields more often than female 
doctors (Fett, 1976). This means that the occupational hierarchy is linked to 
and reinforced by gender divisions. These are described in the next section.
2.2 GENDER AND WORK
Game and Pringle (1983) identified a dichotomy between the male and 
female spheres of work. They believe that "gender is fundamental to the 
way work is organised; and work is central in the social construction of 
gender" (p.14). Hence they see the sexual division of the work force as 
referring "to the allocation of work on the basis of sex, within both the 
home and the workplace, as well as that division between home and the 
workplace which has been characteristic of capitalism" (p.14).
2.2.1 Work and Gender in the Health Care Work Force
The work force divisions within the health care sector at the professional 
level can best be explained via gender analysis. As the majority of workers 
who are members of the allied health and medical professions would be 
considered members of the same economic class, an explanation based 
purely on class is not satisfactory. Game and Pringle (1983, p.94) comment 
that "in no other work place are power relations as highly sexualised as they
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are in hospitals."
The difference between medicine and nursing has been described as the 
distinction between getting better and feeling better and it is suggested that 
this has its roots in maleness and femaleness (Kitson, 1986). Society’s 
views do not support the equality of nurses with doctors. "Doctors are 
educated, nurses are trained (sometimes), doctors have and use their 
knowledge, nurses do what comes naturally, doctors rely on research, nurses 
on kindness and common sense, doctors give the orders, nurses carry them 
out. And central to these powerful images is the fact that doctors are 
predominantly male and nurses predominantly female" (Kitson, 1986, p.66). 
This article also suggested that men rise to the top in nursing because 
"although the profession is numerically dominated by women, the road to 
advancement is through a model in which the man committed to full time 
work is given a head start" (p.68). The stereotyped view held by society of 
doctors and nurses was supported by Vance, Talbott, McBride and Mason 
(1985, p.283) who discussed the stereotype of the intellectual physician 
(male) and the nurturing (non intellectual) nurse (female) as "a powerful 
thread in the web of sexism."
In relation to exercising power there are two important considerations. The 
first is the groups over which one has influence and the second is the size 
of the groups with which one establishes influence. Men and women are 
different in their exercise of power because of their socialisation. "Men 
have been taught from childhood to be team players and to respect the 
abilities of others on the team, even those they dislike (Benzinger, 1982). 
Women, on the other hand, have associated only in small groups of one or 
two individuals where collective decisions are rarely made and arguments 
result not in compromise but in abandonment of the activity (Gilligan, 
1982). In building organisational power, it is essential that you achieve both 
the respect and co-operation of your co-workers" (Willey, 1987, p.26-27).
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The second area of difference is also culturally determined. "Women have 
traditionally been less mobile than men. Their sphere of influence has been 
in small groups such as the family unit...Because of this background, 
women have a tendency to build small groups for their spheres of influence. 
For men the spheres of influence are more global, and therefore potentially 
more powerful (Benzinger, 1982)" (Willey, 1987, p.27). The smaller circles 
of influence developed by women may minimise their ability to use referent 
power (French and Raven, 1959, cited in Willey, 1987, p.26).
Chernesky and Tirrib (1987) advise women to target positions that are 
located within the central flow of work for an organisation. They refer to 
this as network centrality and suggest these positions are powerful because 
other people or departments must interact with them to do their jobs. 
However, Howe (1975) believes that women have a need for affiliation and 
are socialised to please others and that they therefore avoid pursuing the 
achievement and power that men are encouraged to achieve. Socialisation 
such as this further contributes to women's feelings of powerlessness by 
conditioning them to gauge their work against the standards of others' rather 
than their own.
Women are often prepared to use their power to foster the development of 
others - such as nurses for their patients - but they are reluctant to use it on 
their own behalf. "Nurses may avoid using such power for their own 
benefit because they fear they will be abandoned. Women's affiliative 
needs influence their efforts to work on behalf of others, while they avoid 
promoting themselves for fear of severing their intricate framework of 
relationships" (Vance, Talbott, McBride and Mason, 1985, p.284).
It has been suggested that the very definitions of a profession which have 
come out of sociology are 'male'. "Although sociology is defined as the 
scientific study of society...sociology in many respects is the male science 
of male society...Not only are the majority of sociologists men and not only
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would a ranking based on professional status...tend to be male heavy, but 
more important, the concentration of efforts tends to be weighted largely 
toward content areas representing male interests and values" (Snyder 1979, 
cited in Cracknell, 1989, p.387). This is supported by French (1985) who 
believes that when the concept of professionalisation was started its purpose 
was to permanently establish the 'male' characteristics, especially those of 
power, control and possession. The creating of structures and codes of 
practice allowed expression and expansion to the male qualities. Further, if 
"one accepts the proposal that in a profession which comprises mostly 
women, the women are perceived as lesser beings by others, and through 
their enculturalisation subscribe to 'feminine' values and behave accordingly, 
then one can expect only little progress in a male-dominated world 
(Cracknell, 1989, p.387)."
Howie (1984) extended the likeness of the patient-nurse-doctor to the 
family, to include the occupational therapist as the young aunt. The 
analogy sees the doctor as the father and decision maker, the nurse as 
mother who carries out the father's wishes and the patient as the child who 
is subordinate with limited rights. The occupational therapist as aunt is 
"young and well educated and she is expected to be cheerful, co-operative 
and polite. She lives with a sneaking suspicion that the father is more 
interested in her good looks than in understanding the value of the activities 
she has to offer, however a deeply entrenched respect for his authority 
discourages her from speaking her mind. She has been led to believe that 
avoiding conflict and protecting the status quo make for harmonious 
relationships, the fact that her own self confidence has been eroded by this 
determination to please and be pleasing is only just becoming apparent to 
her" (Howie, 1984, p.395)
It would seem then that the power dynamics which operate within the health 
care sector cannot be separated from the divisions in power that are related 
to gender. Definitions within sociology afford more power and status to
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those professions which are male dominated and the socialisation of men 
and women means that men exercise power differently from women and in 
ways that exert greater influence on decision making structures. The 
divisions of power within the health care sector according to gender, will 
overlay the working relationships between health professionals. More 
specific references to the effect the power dynamics in relation to 
occupational status and gender may have on the occupational therapist are 
discussed below.
2.3 POWER DYNAMICS AND THE OCCUPATIONAL THERAPIST
Two of the four images of themselves that an individual brings into a team 
setting, are the individuals' perceptions of their own profession and the 
perceptions they have of other professionals (Horwitz, 1970). Parker and 
Chan (1988) looked at the prestige ratings of members of different allied 
health professions by occupational therapists and physical therapists 
(physiotherapists). There was a disparity between the rating given to 
occupational therapy by occupational therapists and physical therapists. The 
occupational therapists rated themselves higher on the prestige scale than 
the physical therapists rated them. The occupational therapists also ranked 
the physical therapists higher than themselves. These perceptions may 
influence the way occupational therapists work within a health care team 
which includes physical therapists.
In order for occupational therapists to be able to negotiate suitable 
conditions of work, it has been suggested that there is a need to provide 
"educational programs with components designed to promote assertiveness, 
negotiation skills and organisational awareness" (Allen, Graham, Hiep and 
Tonkin, 1988). Negotiation skills are also necessary for occupational 
therapists to be able to maintain existing departments and to use influence 
to further departmental growth and staff development (Brollier, 1985). 
Training in assertiveness may also assist occupational therapists to return to 
the work force after a break (Turner, 1992). Stewart (1992) supports the
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need for assertion skills to ensure occupational therapists are able to prevent 
themselves from being spread too thinly. Perhaps the same personal 
characteristics may also be influential in the way occupational therapists are 
able to negotiate their positions within health care teams and influence the 
decision making within these teams.
Allen, Graham, Hiep and Tonkin (1988) related the acceptance of poor 
conditions of work to the fact that the occupational therapy profession is 
predominantly female, and accepts its submissive position and its role, 
thereby perpetuating its own problems. They also suggested that due to "its 
predominantly female character, the profession probably is treated with less 
respect than is due" (p.163). They maintain that "whole continuing 
education programs should be devoted to the acquisition of a range of 
management and lobbying skills. It would also seem important that post 
graduate award programs offer subjects which could enhance the 
profession's awareness of its true position and provide individual members 
with the knowledge on which strategies for professional enhancement could 
be based" (p.164). Miller (1992, p.1017) suggests that occupational therapy 
is "outside the main stream of current power holders both because of 
philosophical differences and because it is predominantly a female 
profession when the mainstream professions are profoundly patriarchal". If 
power is the ability to influence others and to have what you want then 
occupational therapists would seem to be powerless according to these 
authors and need to develop skills to enhance their power.
The use of activities as a treatment modality by occupational therapists is 
considered a women's domain compared to the male domain of scientific 
medicine (Hamlin, 1992). This may lead to occupational therapy 
experiencing lower esteem in the eyes of many in power. The issue of 
caring compared to curing is also seen as relevant for occupational 
therapists. "Because caring has long been associated with unskilled 
women's work, any profession that practices it (such as occupational
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therapy) is automatically devalued" (Hamlin, 1992, p.1032). Froehlich 
(1992) similarly raises the issue of women as devalued workers and the 
devaluing of occupational therapy as a female dominated profession that 
results.
This sentiment is echoed by Loukas (1992, p.1039) who describes the 
activities of the occupational therapist as "many maternal tasks including 
physical and emotional care, daily activities training, and empowerment 
activities". Historically occupational therapy has been seen as a profession 
for women in both the US (Frank, 1992; Litterst, 1992) and Australia 
(Anderson and Bell, 1988).
Occupational therapists' successful functioning in the management team has 
been related to their confidence in their unique contribution to client care 
and an ability to articulate that contribution to others (Ford, 1981). This is 
related to the occupational therapists expert power as defined on page 32 
(French and Raven, 1959, cited in Willey, 1987, p.26). In addition, changes 
in health care "will require OT's to develop greater awareness and 
understanding of economic, social, environmental and political issues" 
(Ford, 1981, p.6). Madill (1987) felt that it was necessary to strengthen the 
professional base of occupational therapy and to improve the management 
skills of administrative and supervisory occupational therapists. She also 
indicated that leadership at this level required negotiating skills, strategies to 
influence policy development, decision making and to expand the power 
base of the profession. Other suggestions for occupational therapists include 
gaining more knowledge in the area of political action to facilitate 
involvement at policy levels (Maxwell and Maxwell, 1978), getting involved 
in actual political campaigns (Brintnell, 1979) and learning to use political 
strategies for professional purposes (O'Shea, 1979; Moyers, 1991). Poulden 
and Oke (1990) urge occupational therapists to challenge the assumptions 
that direct them. "Namely that as women we are not powerful...That we are 
a helping profession and cannot be involved with power and politics"
47
(P-148). This is supported by Green (1991) who felt that occupational 
therapists had not looked sufficiently beyond their own boundaries in their 
quest for professionalism. These areas may be related to the failure of 
occupational therapists to develop and use informational power as described 
by Heineken and McCloskey (1985, cited in Willey, 1987).
Nielson (1992) felt that occupational therapists should develop two sources 
of power. One is external and derived from the profession in terms of a 
knowledge base, role and place in the health care system, legal status and 
public image. The second internal, derived from individual competence, an 
ability to communicate effectively in a variety of settings and by "that 
elusive quality called charisma". She also felt occupational therapists should 
have skills to "form alliances with powerful persons and groups external to 
occupational therapy. Finally, all occupational therapists should have the 
knowledge skills and attitudes to position themselves to gain influence, 
power, and control of the systems in which they operate" (p.854).
It has been suggested that occupational therapists are not supportive of one 
another in attempts to further their own careers and professional standing. 
"The basic premise of any occupational therapy process, ... to promote 
independence, encourage self responsibility and maximise potential" is well 
accepted in relation to clients. However, "when the more progressive, 
assertive members of the profession apply the very same principles to 
themselves as individuals or to the profession, the reaction from other 
occupational therapists is often one of hostility, embarrassment and dismay" 
(Polkinghome, 1982/3, p.8). This may be likened to the use of coercive 
power (French and Raven, 1959, cited in Willey, 1987, p.25) by 
occupational therapists in relation to their colleagues where reactions to 
those who asserted and fostered their own positions acted as negative 
sanctions.
MacRae (1992) suggests instead the use of a networking model of
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mentoring, a co-operative framework in which women encourage and 
support each other as they progress through each stage of their careers. 
Unlike the male oriented grooming style of mentoring, in which competition 
is the primary component, this model creates an interdependence that is 
beneficial to all involved.
Historically occupational therapists have been accepting, non assertive and 
have not wanted to rock the boat and this now detracts from their ability to 
create change. Occupational therapists are notorious for putting the client 
first and this unselfishness and dedication may not benefit the profession 
(Polkinghome, 1982/3). Image and McGarry (1980) suggested that the value 
of humanitarianism which was reflected in nurturance and caring for others 
was strongly held by occupational therapists. At the same time, 
occupational therapists "seek to retain and maintain a feminine posture and 
identity with feminine virtues, within underlying conflict about engaging in 
humanitarian activities and being paid for it" (p.25-26). Dissatisfaction with 
working conditions and career structures have prompted English therapists 
to stay out of the profession once they had children. It is suggested that if 
these issues were addressed, many more therapists would stay or return. The 
researchers suggest that these are issues over which the profession could 
exercise control (Greensmith and Blumfield, 1989).
Star (1987, p.169-170) suggested that occupational therapists "must find 
ways to reduce career disruptions and promote opportunities to balance 
career and social goals...We must be willing to take risks, seek and use 
sponsorship and support and exploit our distinctive abilities...The evidence 
of research along with the politics of professional interests will have a 
major effect on future patterns of health service delivery (Brown, 1986). 
Occupational therapists must be adept in both arenas." She suggested that 
strong leaders should be nurtured because as individuals, occupational 
therapists have little influence or power but that collectively under strong 
leadership they can have visibility, voice and clout. This is consistent with
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calls for therapists to further develop their lobbying and political skills.
Occupational therapists climbing the promotion ladder are urged to "take 
with them the qualities representing both male and female characteristics; 
that the activities of authority, control and quantifying (masculine) are not 
seen as in some way better or more prestigious activities involved, than the 
caring, teaching, supportive (feminine) activities of those who treat patients 
daily and to whom society ascribes less value, recognition and pay" 
(Cracknell, 1989,p.387).
The findings of Bailey (1988) indicate that for some therapists this is 
possible. They found that the values of lovingness, inner harmony and 
mature love were contained in the profile of occupational therapy clinicians. 
They attributed this to the fact that those entering the therapy professions 
are generally expected to be compassionate, empathetic and caring and that 
training for occupational therapists encouraged the use of these traits while 
working with clients. They also found that some women in the study 
exhibited characteristics and values that supported the stereotype of 
occupational therapy as feminine, dependent and service focussed. Others 
however, showed traits of independence, assertiveness, self reliance and 
realism. They showed good self esteem, had overcome fear of success and 
failure and cherished the values of capability, responsibility and 
independence, a sense of accomplishment and self respect. She stated that 
the latter characteristics "are conducive to the experience of professional 
autonomy and should be valued and further developed by the profession's 
educators in their attempts to expand and improve the quality of the 
profession's managerial level" (Bailey, 1988, p.312).
Jongbloed (1984, p.132) commented on the occupational therapist's need for 
a prescription or referral as limiting their autonomy. She believed that 
"limits to the achievement of status as a full-fledged profession by 
occupational therapists lie primarily in their lack of power to legally restrict
50
others from performing their services. Unless a major breakthrough in 
knowledge by this group leads to the monopoly of a function of high social 
significance, it is doubtful that they will achieve status as a full-fledged 
profession."
This is supported by Kielhofner (1985) who pointed to the importance of a 
researched body of knowledge supporting the profession and a defined area 
of practice in relation to other health professionals as important for 
occupational therapy to be rewarded and in fact tolerated within the health 
care sector.
2.4 CONCLUSION
The power relationships which exist between individuals within a health 
care team have two facets. The first is the division which results from the 
different status and authority afforded certain professions within the health 
care work force. The second and interrelated power division, is that which 
exists between men and women within the work force. The resultant power 
dynamics which exist within health care teams influence the way the team 
functions as a whole. These dynamics affect the characteristics and images 
that individuals bring to the team and the way the team establishes its goals, 
norms, leadership, communication etc.
It may be expected that occupational therapists who are able to work within 
the power dynamics of a team comfortably and effectively will be those 
who are:
1. assertive
2. have good negotiation skills and conflict resolution skills
3. have the necessary skills to actively influence decision making within the 
health care team
4. comfortable with the concept of power and developing or exerting 
influence in their team
5. able to appreciate and function effectively in the political climate in
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which they are working.
Allen, Graham, Hiep and Tonkin (1988) have suggested the use of 
continuing professional education programs to provide the knowledge, skills 
and attitudes that occupational therapists need to work well within the 
health care sector. Continuing professional education will be discussed in 
the next Chapter.
CHAPTER THREE
CONTINUING PROFESSIONAL 
EDUCATION
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Any learning activity which occurs after basic professional education is 
referred to as continuing professional education (CPE). It is defined by 
Burkett and Blood (1975, p.494) as "an educational process by which the 
practitioner/learner is provided with knowledge, skills, abilities and insights 
that will continue to increase his capabilities and improve his professional 
competence." This definition acknowledges the role of continuing 
professional education in the development or enhancement of insights as 
well as the provision of knowledge and the development of skills. It 
recognises that three aspects of the continuing professional education 
process are valuable in improving the professional's ability to provide 
effective services.
Continuing professional education is more than an extension of initial 
training or education. This is due to the changed role of the student who is 
now a professional practitioner and the contribution of a professional 
association which has a wider responsibility than the provision of education, 
rather than a higher education institution with a narrower focus (Brennan, 
1990).
Jones and Kirkland (1984) identified continuing professional education with 
stage four of Charters (1970, cited in Jones and Kirkland, 1984, p.503) life 
long learning continuum for the professional. Charters stages are: 1. high 
school diploma; 2. preparation for entry into the profession; 3. contact with 
clients of the profession; 4. education after graduation to explore and study 
beyond entry level requirements.
"Lifelong education is a process of accomplishing personal, social and 
professional development throughout the lifespan of individuals in order to 
enhance the quality of life of both individuals and their collectives" (Dave, 
1976, cited in Madill, 1984, p.68). Life long education recognises different 
stages throughout the lifespan and the differing educational needs of each 
stage. Madill (1984) maintained that continuing professional education was
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more than attendance at an occasional course, when placed into the context 
of life long learning. It is a process involving a long term commitment 
throughout ones professional career.
Young and Willie (1984, p.l 18) believed that continuing professional 
education provides the opportunity for the professional to acquire 
knowledge, improve skills and develop professional attitudes, but that 
"ultimately the incorporation of all of these into daily practice rests with the 
professional themselves". They did not believe that continuing professional 
education could function as a competency assurance measure, a demand 
they stated was frequently placed upon it. Reasons for this included the 
fact that some practitioners were unable to determine their learning needs, 
resources did not always enable the learner to be matched with an 
appropriate program even if needs were known, and the fact that there was 
often no monitoring of program quality.
3.1 TYPES OF CONTINUING PROFESSIONAL EDUCATION
Various activities may be considered forms of continuing professional 
education. These may be formal and informal. Those activities included as 
formal continuing education are short courses, seminars, inservice courses, 
and any other specifically designed formalised learning experiences (Maple, 
1987). Post graduate courses may also be viewed as formal continuing 
professional education (Robertson, 1986). Informal continuing professional 
education activities include attending case discussions or meetings, 
supervising students, reading professional literature, discussion with 
colleagues (Maple, 1987) and programs of private study (Robertson, 1986).
Jones and Kirkland (1984, p.503) suggested that continuing professional 
education "encompasses all professionally related learning activities initiated 
by the individual following entry level preparation".
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3.2 ALLIED HEALTH PROFESSIONALS' PREFERRED TOPIC 
AREAS FOR CONTINUING PROFESSIONAL EDUCATION
Health professionals seem to prefer CPE topics directly related to delivering 
clinical services. Physiotherapists ranked sixteen topics related to direct 
client care in the top twenty topic areas they would like included in 
continuing professional education programs (Seymour, Connelly and 
Gardner, 1979). The other four topic areas were administration (4), clinical 
education (11), research methods (14), and professional issues (17). While 
it is hard to make comparisons due to the differences between the studies it 
would be interesting to know if other health professionals would rank 
professional issues in the same place.
Occupational therapists indicated a preference for three clinical areas as the 
top three topics for inclusion in continuing professional education courses in 
Canada (Harvey, 1983). The needs of New South Wales occupational 
therapists working in the area of developmental disability were investigated 
by Llewellyn (1989) using a grounded theory approach. The majority of 
topic areas which came from the study as relevant to these therapists were 
related to the direct delivery of occupational therapy services to clients. 
There were however a few topic areas which were not related to direct 
delivery such as consultancy skills, marketing, management, policies, and 
bioethics which were indicated as learning needs (Llewellyn, 1989).
Broski and Upp (1979) identified the topic areas apart from clinical skills 
which five allied health professional groups would like to see included in 
continuing professional education programs. The ten most frequently 
suggested topic areas were communicating with other health professionals, 
government funding arrangements for health care, departmental 
management, personnel management, budgeting and fiscal affairs, 
communicating with patients, supervisory skills including conflict 
management, interdepartmental communications, patient education and 
motivation, and teaching techniques.
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The theme of communication was also highlighted by a study which 
investigated the preferred topics of chief residents for a management skills 
workshop (Witman, 1988). Skills that the residents felt would be most 
useful for inclusion were giving feedback, delegating duties, building 
teamwork, managing time, making presentations, making rounds, coping 
with stress, teaching at the bed side, writing memos, managing memos, and 
conflict resolution skills. It is interesting to note the residents' direct 
mention of team building.
It would seem from these studies that health care practitioners are most 
concerned with the development and enhancement of clinical skills. The 
need to develop skills which may be broadly termed professional skills is 
recognised but these skills are given a lower priority than skills related to 
direct client care. This contrasts the calls in the literature cited in the 
previous chapters for occupational therapists to learn a range of 
communication, lobbying and political skills.
3.3 PRINCIPLES AND METHODS FOR DELIVERING CPE
The success of any continuing professional education program is connected 
to its design which should be the result or product of thoughtful preliminary 
analysis (Campbell, 1983). A needs assessment is a recommended starting 
point in determining the continuing professional education activities which 
may be offered by an organisation. According to Davis (1974, cited in 
Witman, 1988, p.442) a needs assessment serves at least four purposes: it 
provides a starting place; direction; answers the question "why"; and it 
authorises continuation or gives permission to stop. Need is defined as the 
gap between an existing level of skill or knowledge and a desired one 
(Bradshaw, 1974). Cervero, Rottet and Dimmock (1986) suggest that one of 
the most crucial decisions when designing continuing professional education 
programs is who to involve in the planning process.
Demographic data are important for enabling those concerned with the
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management and the provision of continuing professional education to 
define general policy and develop specific programs for target groups. A 
profession whose members are primarily women will have specific 
considerations in the provision of continuing professional education such as 
timing, length, and the location of activities. This is due to the need for 
married women's career development to relate to periods of child bearing 
and rearing (Brennan, 1990).
Both content and delivery factors are critical to the success of continuing 
professional education efforts. It has been suggested that continuing 
professional education should:
"*consist of organised and planned learning experiences and build
upon basic knowledge obtained in preparation for career entry
*explore new ideas, trends and developments
*relate to the provision of professional services
*exert a broad and long range effect on the field
*improve the individual's professional competence
*provide formal recognition for satisfactory completion of the
program" (Broski and Upp, 1979, p.25).
Kirkby, Hayden and Wittaker (1978) discussed content versus process 
models of continuing education. Content models place emphasis on the 
transmission of content while the process model of education "encourages 
participants in any program to identify their own educational needs, to 
select strategies most likely to help them meet those needs and to assess 
their own performance in learning what they wanted to learn" (Kirkby, 
Hayden and Wittaker, 1978, p.6-43).
There are a variety of process focused methods of delivering CPE. One is 
referred to as the staff development methodology (Heffeman, 1978). The 
purpose of the methodology is to enable the professional to practice in a
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way that is most desirable to them. The staff development program would 
do this for an individual or group of individuals. The two key areas the 
learners themselves must maintain control over are the establishment of the 
program's objectives and the program activities. These must be developed 
to be consistent with the way the professionals believe they should be 
practicing their job.
Another format for continuing professional education which is process 
oriented is self directed study (Campbell 1983, p.254). This involves:
*the delineation of a feasible pattern of study,
*the identifying and refining of its goals,
*the locating of the necessary learning resources in appropriate order,
*the carrying through of the plan and finally the evaluating of what has 
been accomplished (Knowles, 1975).
Campbell (1983) also included mentorship as a form of continuing 
professional education where a beginning practitioner is placed in a learning 
relationship with a more senior colleague.
This concept is extended more formally by Hammond and Collins (1987, 
cited in Hollis, 1991, p.47) who propose a number of steps in the 
development of a self directed learning program using a facilitator. The 
steps are as follows: *
* learner and facilitator agree a learning period
*learner completes a situation analysis to determine what is required of the 
learner in their work setting
* learner, in conjunction with facilitator completes a competency profile 
learning objectives are determined
*a learning agreement is drafted
*a self assessment form is agreed which is an individual assessment form
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specific to the learning objectives and used for self monitoring 
* learner sees facilitator at regularly agreed times to review progress and, 
using reflective practice, integrates learning.
Modularisation is a delivery method where knowledge is structured into 
separate meaningful units for instructional purposes. This is a content 
oriented delivery method. The types of programs that use modularisation 
include correspondence courses, programmed learning and computerised 
instruction (Campbell, 1983; Hatchery, 1980). Fiene, Fannon, Drewry and 
Spahn (1984, p.125) described another form of delivery which fits into the 
modular category. This is the self instructional unit which they describe as 
a "self contained system of study designed to provide consistent, high 
quality instruction and improved student learning using a minimum of 
instructors time". They described a number of components which should be 
included and suggested that for it to be most effective it should have a 
limited subject and a single end point goal.
Cervero, Rottet and Dimmock (1986) suggest that the site for delivering 
CPE programs is important. They suggest the work place as an ideal site to 
ensure a congruence between the program goals and the expectation of the 
work environment. Poole (1985) used audio tapes as a delivery method for 
continuing professional education. Results indicated that they were 
favourably received and effective. Strickland (1993) supports the use of 
varied settings and delivery modes.
There may be conflict between the interests of individuals and those of a 
professional association in relation to continuing professional education. 
Individuals may perceive continuing education as being primarily concerned 
with assisting them to improve their performance or gain new skills. The 
professional association may see its main purpose as relating to the 
autonomy, status and functioning of the profession in relation to other 
professions (Brennan, 1990).
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Cervero and Scanlon (1985, p.15, cited in Brennan 1990, p.31) identified 
nine goal orientations of continuing professional education depending on 
both the targets and aims of any continuing professional education program 
or event (Table 1, overleaf).
A wide range of delivery methods are available for continuing professional 
education. These range from those which are teacher directed to those 
which are learner directed, in the form of self study. The range also covers 
those programs which are content driven and those which are process driven 
where the learners takes responsibility for determining their own learning 
needs, the activities which will meet those needs and for assessing the 
outcome of the learning experiences. A needs assessment is suggested as 
the first step for both organisations offering continuing professional 
education programs and for individuals to determine their own learning 
needs. Regardless of the method adopted, a planned and organised 
approach to the provision of continuing professional education is advised. 
As Campbell (1983, p.254) notes, the combination or choice of provision 
model should be determined by a "shrewd assessment of the needs of the 
clientele group to be served, its circumstances and the resources which can 
be brought to bear in meeting their needs. But in the end what will 
determine the capacity of a program to achieve its goals will be the 
perceptive analysis invested in its design and delivery (Houle, 1972)".
3.4 FACTORS AFFECTING HEALTH PROFESSIONALS’ 
PARTICIPATION IN CONTINUING PROFESSIONAL EDUCATION
A variety of possible reasons which may lead professionals to seek out 
continuing professional education have been postulated. One of the primary 
reasons described is the individual's desire to better understand a particular 
situation or to solve and find answers to problems encountered in their
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Table 1: Goal orientations of continuing professional education
Remediating Fostering Facilitating
Deficiencies Growth Change
Individual Orientation 1 Orientation 2 Orientation 3
Updating/
competency
assurance
Individual
growth
Professional
reorientation
Organisation Orientation 4 Orientation 5 Orientation 6
Employee
training
Employee
education
Organisational
development
System Orientation 7 Orientation 8 Orientation 9
Systems
deficit
Systems
improvement
Systems
reform
Source: Problems and Prospects in Continuing Professional Education, R.M. 
Cervero and C.L. Scanlon (eds), 1985, p. 15, cited in Brennan, 1990, p.31.
everyday practice (Maple, 1987; Campbell, 1983). This is consistent with 
Burkett and Blood's (1975, p.494) definition of continuing professional 
education.
Other reasons for engaging in continuing professional education may 
include a personal crisis or dissatisfaction with one's vocation. A failure or 
sense of inadequacy may lead the professional into continuing professional 
education to gain a deeper or broader understanding of his/her profession. 
The professional may also experience a general sense of unease in relation 
to the standard of practice within his/her profession. The ambition to be a 
leader within the profession may lead to engagement in particular 
continuing professional education courses. Role models encountered at 
work may provide strong motivation for engaging in the process of 
continuing professional education as may an environment or institution 
which offers support in the way of time and encouragement to "probe, travel
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and reflect on one's work" (Campbell, 1983, p.249).
Holli (1982) found that the more formal education dietitians had engaged in, 
the higher the level of structured and unstructured continuing professional 
education experiences they engaged in. She also found that the larger the 
staff and the more experience in the position a dietitian had the more likely 
it was that they would participate in inservice courses. However, older 
dietitians and those with more years experience as a dietitian were less 
likely to engage in self initiated learning.
Various factors influence a health professional's decision to participate in a 
structured continuing professional education program. Smorynski and 
Parochka (1979) suggested a hierarchical model of decision making where 
the individual makes a series of time simultaneous decisions that lead to 
their attendance or non attendance at a course. The first decision point 
related to the content of the course. If it was found to be relevant then 
more information was sought. If it was not relevant a decision was made 
not to attend. The second decision involved the timing of the course. Time 
was seen as a resource, and a decision was made about whether the resource 
could be spared at the point in time of the course. The third decision 
involved the location itself. Could the person attend at the location chosen. 
Travel distance and the subsequent time away from home and work affected 
this decision point. Following these three major decision points, a number 
of similarly placed factors influenced the decision to attend, including work 
conflict, degree credit, continuing education credit, and cost.
A number of barriers to participation in formal continuing professional 
education programs have been identified. These included "not enough 
time", "job responsibility", "cost", the fact that "courses aren't scheduled 
when desired" (Campbell, 1983b, p.250), family commitments, the fact that 
nothing deemed relevant was available, poor past experiences in relation to 
continuing professional education programs, and the fact that some
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respondents felt it was hard to learn after a certain age (Seymour, Connelly 
and Gardner, 1979). This last reason does not reflect a lifelong learning 
approach and may even be seen to be unprofessional according to 
discussions in the literature about the importance of keeping up to date and 
each individual's responsibility for his/her continued learning and 
competence. Travel distance was another barrier to participation (Broski 
and Upp, 1979). This is particularly relevant for rural therapists (Kohler and 
Mayberry, 1993).
Barriers to participation in continuing professional education have been 
categorised by Cross (1981, cited in Harvey, 1983, p.126) who used three 
types of categories. Situational barriers were those which arose due to one's 
situation at a given time and were the most common. Transportation and 
child care needs are examples. Institutional barriers were practices within a 
work place which discouraged or hindered participation. Work overload 
and schedules are examples. Dispositional barriers related to the
professionals' self perceptions and attitudes towards themselves as learners. 
This category may include the professional’s lack of confidence in his/her 
ability to succeed, a lack of energy or a disinterest in learning.
Barriers to women's participation in continuing professional education are 
categorised by Chaousis (1989) into external social barriers, internal social 
barriers, and economic barriers. These may be particularly relevant for 
health professionals who are predominantly women (Game and Pringle, 
1984).
The success of continuing professional education "is intimately connected to 
its design which in turn, is the product of thoughtful preliminary analysis" 
(Campbell, 1983a, p.254). The factors above would need to be considered 
in the design of any continuing professional education program.
3.5 ATTITUDES TOWARDS AND PARTICIPATION IN 
CONTINUING PROFESSIONAL EDUCATION BY OCCUPATIONAL 
THERAPISTS
To date, only three studies have been conducted with the sole purpose of 
examining the attitudes and participation of occupational therapists' in 
continuing professional education in Australia.
A national labour force survey conducted by the Australian Association of 
Occupational Therapists in 1981 revealed that 56% of practicing 
occupational therapists had engaged in post graduate courses in the 
preceding year. The focus of the questions in this survey were on post 
graduate education and did not include other forms of continuing 
professional education (Robertson, 1986).
A study by Robertson in 1984 revealed a participation rate for the sample of 
25% in formal post graduate courses in the preceding 12 months. The 
participation rate in short courses was much higher, at 81 percent. Sixty 
nine percent of occupational therapists surveyed attended inservice training 
sessions at least once per month. At an informal level, the most popular 
forms of continuing professional education were reading professional 
literature (95%) and special interest group or regional meeting attendance 
(32%). The sample were closely divided on their preferences for formal or 
informal types of continuing professional education with a slight bias 
towards more formal types. Difficulties experienced by the occupational 
therapists with reference to attendance included conflict with work 
demands,family commitments (diplomates particularly), distance (country 
therapists) and finances (city therapists) (Robertson, 1986).
An additional problem highlighted by Robertson (1984, cited in Maple, 
1987, p.25) was "that the continuing education courses for occupational 
therapists in New South Wales are designed to meet the needs of a majority 
and this leaves many topics untouched...45% of the respondents agreed with
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this sentiment - this is surely a large proportion of the profession who 
would like to learn but for whom what is provided is not what they want." 
As Robertson (1987, p.48) commented, "continuing education, to be 
successful, must be tailored to meet the individual needs of practitioners."
Robertson's (1987) general conclusion was that occupational therapists are 
keen to participate in continuing professional education and do so to a large 
extent.
Delivery methods suggested by therapists for meeting their learning needs in 
the area of developmental disability included self guided reading and 
discussion groups and short courses of one session per week over five to six 
weeks or six week-day inservice courses. The other methods suggested 
were the development of a strand in a post graduate course in the area of 
developmental disability and post graduate research in the area (Llewellyn, 
1989).
An American and a Canadian study have investigated the issue of delivery 
methods for occupational therapy continuing professional education courses. 
The Canadian study (Poole, 1985) concluded that audiotapes were a viable 
option for the provision of continuing professional education in occupational 
therapy. Therapists felt it was an acceptable method of delivery overall and 
those who had access to tapes scored higher on a knowledge test than those 
who did not. Two features enhanced their desirability: the availability of 
recorders and the fact that they are easy to handle. The most liked feature 
of tape use was the convenience. The least liked features were the length 
(60 mins) and the inability to ask questions. The researcher recommended 
the use of study guides to accompany the tapes, reference to major topic 
locations on the tape, division of course into short units, and the provision 
of a mechanism for participants to be able to have questions clarified.
Situational barriers to participation were identified more often than
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institutional barriers in an American study (Harvey, 1983). Rural therapists 
in this study ranked distance as the top barrier to participation while urban 
therapists ranked family responsibility and inconvenient scheduling highest. 
Workshops were ranked by both rural and urban therapists in their top three 
choices of delivery method, so despite problems of distance and travel rural 
therapists were still supportive of direct delivery methods.
Both the Canadian (Madill, 1987) and American (Jones and Kirkland, 1984) 
Occupational Therapy Associations recognise the responsibility of individual 
practitioners to keep up to date in their practice and recognise continuing 
professional education as a means to achieve this. Both have position 
statements and resolutions relating to continuing professional education 
which are consistent with lifelong learning approaches to such education. 
However, Madill (1984) suggested that the provision of continuing 
professional education for senior and expert clinicians fell short in the 
lifelong learning continuum within occupational therapy education. The 
provision of continuing professional education is seen as the responsibility 
of both the associations and other organisations, and guidelines for their 
delivery are consistent with the principles outlined earlier.
A suggested relationship between the levels within the profession and initial 
and continuing learning activities is described by Madill (1984). The table 
outlining these relationships is shown overleaf.
The Australian Occupational Therapy Association stated as one of its 
objects "to conduct seminars, workshops, conferences or any other activities 
which promote the level of expertise within the profession of occupational 
therapy" (Australian Association of Occupational Therapy, 1985, cited in 
Llewellyn, 1990, p.97).
However, as Llewellyn (1990) outlines, all but two continuing professional
continuing education activities are conducted at the state rather than national 
level. Continuing professional education is not a requirement for 
reregistration in those states where practitioners are registered. Generally at 
the state level, commitment to continuing professional education is 
demonstrated by one executive member having a CPE portfolio. The 
executive member often works with a committee or coopted members all of 
whom do so voluntarily. For some larger State Associations is has been 
possible for an education officer to be employed on a part time basis.
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Table 2: Levels of Occupational Therapy Practice and 
their Relationship to Continued Professional Education
ROLE FUNCTIONS LOCUS OF LEARNING
Front line practice 
(Grade 1 level)
INITIAL
Undergraduate
Degree
CONTINUING 
CPE with peers 
Inservice education
Grade 2 Level Undergraduate
Degree
W orkshop s/CEU*
Specialisation
certificates
Administrator Graduate degree 
(master's level)
Dip/cert
Programs relating 
to recent developments
Educator Graduate degree
(master's/PHD
level)
Symposia oriented 
to advanced 
clinical/research 
issues
Researcher Graduate degree 
(Doctoral level)
Research
colloquia
International
Round table
Conferences
Seminars
*CEU = Continuing Education Unit
Content of continuing professional education courses is usually directed
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towards practice problems or techniques. This is consistent with the choices 
made by health professionals generally. Llewellyn (1990, p.102) stated that 
"it would be rare, even in the bigger states, to attract therapists to a 
workshop which focussed entirely on theory, conceptual frameworks or 
principles of service delivery." Generally courses are offered in response to 
approaches to the state associations which often means the largest or most 
vocal interest groups have their needs met. The activities offered are not 
generally part of a larger continuing professional education program.
Evaluation, according to Llewellyn (1990) is not usually accorded a high 
priority. It tends to be subjective looking at level of presentation, 
usefulness of the activities related to workplace application and ideas for 
future workshops.
In NSW the undergraduate curriculum document stressed the responsibility 
of individuals for continuing learning throughout their careers. The 
document stated that:
The Bachelor of Applied Science (Occupational Therapy) is a 
professionally oriented course designed to produce graduates with 
the necessary basic skills for the safe and effective practice of 
occupational therapy and with the potential for continuing 
professional development through clinical experience, further 
education and research (Stage 4 Review, April, 1986, p.l).
Maple (1987) suggested a range of issues which should be considered by 
both the professional association and individual practitioners in relation to 
continuing professional education in Australia. For the profession the issues 
included "provision of formal and/or informal continuing education 
activities, credit systems for approved courses, distance learning and 
measurement of application of knowledge and skills learnt to the workplace. 
For the individual the relevance of these activities to professional practice, 
the availability and accessibility of suitable activities, the appropriateness of
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the instruction to the participant's time, resources and learning style and the 
credibility of the activities in the eyes of the profession and the public are 
paramount" (Maple, 1987, p.27).
A Victorian Occupational Therapy Labour force study conducted in 1986 
(Allen, Graham, Hiep and Tonkin, 1988) found that the majority of 
respondents (65%) had not completed any continuing education courses 
since graduation. However most respondents (76.2%) indicated a desire to 
enrol in such courses. The researchers did not comment on the low 
participation rate of therapists in continuing professional education. It 
would seem however that the reasons for such low participation should be 
further investigated in light of the previous discussions of the individual 
therapist's responsibilities to keep up to date in clinical practice.
3.6 EVALUATION OF CONTINUING PROFESSIONAL EDUCATION
Evaluation of continuing professional education programs should be 
considered at the time when goals are set (Campbell, 1983). The way a 
program will be evaluated should be part of the initial planning process both 
for programs presented by organisations and those embarked upon by 
individuals. The position statement on continuing professional education of 
the Canadian Association of Occupational Therapists (1987) states that 
"continuing education programs/activities are evaluated through assessment 
of learners' performance in terms of intended learning outcomes" (p.5).
Young and Willie (1984) suggested that there are four levels of evaluation 
of the effectiveness of continuing professional education for health 
professionals. These are the participant's satisfaction, the acquisition and 
retention of knowledge and skills, the application of knowledge and skills in 
practice, and the effects on patient health.
Gauging participants' satisfaction with a course or program is usually 
accomplished through the use of a questionnaire or survey. Difficulties with
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this method of evaluation are that people who voluntarily participate in 
continuing professional education programs which are "in harmony with 
their own objectives, are likely, in studies at this level, to report that they 
met their objectives and to claim learner satisfaction" (Young and Willie, 
1984, p.114).
Evaluating practitioner competence generally includes measures of 
participants' knowledge, skills and attitudes both before and after their 
participation in a program. Record audits, self reports of activities and 
observations by impartial observers are evaluation techniques which may be 
utilised to determine the extent to which knowledge and skills learnt in a 
continuing professional education program are applied in the professionals’ 
practice.
Patient health focuses on the professionals' clients as the recipient of their 
services. Measures of improvement in health are difficult however to relate 
back to the effect of continuing professional education.
Young and Willie (1984) believed that evaluation of continuing professional 
education at all levels except participant satisfaction demonstrated that 
generally continuing professional education does contribute to better and 
more informed decision making and to the provision of better client care by 
health professionals. They felt that participant satisfaction, while important, 
was not a good measure of improved client care.
However there are optimal conditions under which this may occur. These 
are: 1. pre-course identification of a specific patient care problem, 2. 
construction of a course that involves the learner in planning objectives, 3. 
provision of new information, 4. repeated practice with re-enforcement, and 
5. the evaluation of long term effects (Young and Willie, 1984).
Campbell (1984) described four subjective measures of the success of a
continuing professional education program. These are the extent of 
participation in the program, the degree of satisfaction felt by the learners, 
how much the learner has learnt as determined by pre and post tests and the 
extent of improved individual performance resulting from engaging in a 
learning activity. Determining learner satisfaction with a program assumes 
that the learner is the best judge of quality. Campbell (1984) suggested that 
this type of measure may actually judge the popular appeal of an instructor. 
Peer appraisal is suggested as a more sophisticated method of gathering 
evidence of competence in performance. An additional method involved 
self assessment in some form by the participants which may include the 
voluntary sitting of examinations and tests.
Evaluation of continuing professional education is seen as a vital 
requirement in the process of providing or engaging in such programs. The 
method of evaluation should be determined in the planning stages of the 
course and relate to the program's stated objectives. Care must be taken to 
ensure that the evaluation actually assesses learner knowledge, performance 
or application of skills and knowledge rather than simple measures of 
satisfaction which may be unrelated to performance. The methods 
suggested in the literature for reviewing the outcomes or effectiveness of 
continuing professional education seem more appropriate for knowledge and 
skill acquisition. The measurement of attitude change does not seem to 
have been adequately addressed.
3.7 CONCLUSION
Continuing professional education is any learning activity either formal or 
informal that is engaged in after post basic professional education. A range 
of methods for delivering CPE are described in the literature. There are 
many factors which affect a professional's decision to attend a formal 
continuing education program and which must be considered carefully in the 
design and development stages of any course. The evaluation of a 
continuing education program must be built in from the beginning and
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should be closely related to the goals of the program. Occupational 
therapists would seem to be motivated to engage in continuing professional 
education courses both formally and informally but would seem to be 
affected by the barriers of time, distance, cost and the perceived lack of 
relevance of programs offered.
CHAPTER FOUR
STATEMENT OF THE PROBLEM
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4.1. SUMMARY OF THE REVIEW OF LITERATURE
Literature relating to the primary context for this investigation, namely the 
health care team has been reviewed. A health care team which consists of a 
number of different health care professionals working together to meet the 
needs of the client is a complex work structure. It is influenced by both the 
personal and professional images and expectations its members hold. These 
expectations affect the team's performance as a small group. Differences in 
these images and expectations have the potential to cause conflict among team 
members. An elaboration of Figure 1 from the introductory chapter outlines the 
specific areas which are important for team function (Figure 3,overleaf).
Specific factors which may affect the occupational therapist as a member of 
a team include:
*the knowledge of the occupational therapy role by other team members 
*the value or respect that occupational therapists perceive from other team 
members
*the extent to which occupational therapists are able to value and respect the 
roles of their team colleagues
*the role confidence and clarity experienced by occupational therapists 
Occupational therapists' perceptions of their ability to influence the team's 
decision making
* occupational therapists' assertion, negotiation, conflict resolution and political 
skills
* their views of and comfort with the concept of power and their ability and 
preparedness to exert influence
* their understanding of the political nature of their work environment 
*the extent to which they feel able to articulate their roles to others
4.2 STATEMENT OF THE PROBLEM
The first research question addressed in this study was: W hat fa c to rs  do  
o ccu p a tio n a l th era p is ts  p e rc e iv e  influence th e ir  p ra c tice  in a health  ca re  team ?
HEALTH CARE ENVIRONMENT
Professional Image
*role confidence (identity)
♦ role clarity (security)
♦ knlowledge of own limitations 
♦ professional orientation
-frame of reference/role 
-logic of assessment 
-focus of professional efforts 
-locus of responsibility 
-pace of action 
-focus of groups attention 
-decision making 
-interdisciplinary interdependence 
* value working collaboratively
Personal Image
♦ values - achiever, involver, 
loyalist,loner, kinsmen, 
choice seeker.
♦ skills - communication, 
assertion, political, 
negotiation/conflcit resolution 
* attitudes - power/influence 
♦ gender
+ Understanding Team Colleagues
* stereotypes
* knowledge of others’ roles 
♦ value and respect for colleagues 
♦ view of colleagues as people
Beliefs about colleagues 
views of your profession
*respect and prestige 
perceived from others 
♦ Role understanding 
* perceived from others
INDIVIDUAL
HEALTH CARE TEAM
Norms and Values
♦ congruence/incongruence 
♦ explicit/implicit 
♦ personal value of working 
collaboratively 
♦ believing in team process 
♦ common versus individual 
goals
♦ desire to relate to others 
* intemal/extemal 
expectations of team
Power Relations Communication
 ̂r
Decision Making
♦ professional orientation ♦ role confidence/clarity ♦ professional orientation
-interdisciplinary interdependence ♦ professional orientation -logic of assessment
-decision making -focus of groups attention -focus of professional efforts
♦ respect for/from others -interdisciplinary -decision making procedures
♦ knowledge of others’ roles interdependence -interdisciplinary interdependence
♦ role confidence/clarity 4— ► ♦ respect for/from others 4— ► -pace of action
♦ personal characteristics ♦ knowledge of others’ roles -focus of groups attention
-political skills ♦ personal characteristics ♦ personal characteristics
-knowledge of health care “politics” -communication skills -communication skills
-attitudes to power/influence -assertion skills -assertion skills
-gender -negotiation/conflict resolution -negotiation/conflict resolution
skills skills
ir ____
A > ♦ prestige and status
A
Leadership Roles
♦ professional orientation ♦ confidence/clarity
-locus of responsibility ♦ shared role expectations
► -interdisc interdependence 4------------► ♦ knowledge of others’roles
♦ respect for/from others ♦ respect for/from others
♦ status and prestige A
Figure 3: Expanded health care teams context
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The review of literature provided data which allowed a number of expectations 
or assertions relating to this central question to be postulated. Evidence in the 
literature however was not strong enough to allow the development of more 
specific hypotheses.
E xpecta tion  1 : Occupational therapists who are clear and confident in their role 
and able to articulate this role to others will function more comfortably in a 
team environment.
E xpecta tion  2: Occupational therapists who feel powerful in the team and are 
comfortable with the concept of power will function more comfortably in a 
team environment.
E xpecta tion  3: Occupational therapists who are able to influence decision 
making in their team will function more comfortably in a team environment.
E xpecta tion  4\ Occupational therapists who value working in a team will 
function more comfortably in a team environment.
E xpecta tion  5: Occupational therapists who feel both respected by and are able 
to respect the contributions of others in the team will function more 
comfortably in a team environment.
E xpecta tion  6: Occupational therapists who appreciate the political nature of 
their work environment will function more comfortably in a team environment.
E xpecta tion  7: Occupational therapists who have good personal 
communication, assertion, conflict resolution and political skills will function 
more comfortably in a team environment.
A second research question addressed in this project was: W hat know ledge  
sk ills  an d  a ttitu d es  do o ccu p a tio n a l th erap ists  p erce ive  they n eed  to  w ork
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effec tive ly  in a health  care team ?
A third research question was: W hat type  o f  continuing p ro fessio n a l education  
p ro g ra m  sh ou ld  be d e v e lo p e d  to  enhance the know ledge skills an d  a ttitu des  
occu p a tio n a l th erap ists  b e lieve  they n eed  to w ork  effective ly  in a health  care  
team ?
These research questions were addressed using a combination of research 
strategies which are discussed in the next section.
4.3 OVERVIEW OF RESEARCH STRATEGIES
This investigation employed a three part process. The first stage involved the 
review of the literature to generate expectations for research. The second stage 
involved the use of semi-structured interviews with occupational therapists to 
explore their experiences in, and perceptions of working in a health care team. 
The interviews also established the range of factors which affected their ability 
to function in a health care team and the knowledge, skills and attitudes they 
believed were important for successfully functioning within a team. The third 
stage used the results from the interviews to develop a questionnaire which 
was more widely distributed to occupational therapists in New South Wales. 
This questionnaire was designed to further explore the first two research 
questions. An intervention strategy in the form of a continuing professional 
education package to meet the learning needs identified in stage two was also 
developed.
Much debate has occurred in the occupational therapy literature about the 
purpose and compatibility of qualitative and quantitative methodologies. 
Quantitative methods facilitate analysis of known relationships (Merril, 1985). 
They "yield findings on relationships between variables that have been 
previously hypothesised in order to test theory. Qualitative methods 
alternatively offer what is called "grounded theory"" (Kielhofner, 1982, p.71), 
a concept first defined by Glaser and Strauss (1967). A qualitative research
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approach "involves the study of the empirical world from the perspective of the 
subjects under investigation" (Schmid, 1981, p.105). It is used when the 
"phenomena to be studied represents a larger unknown entity such as a culture" 
(Kibele and Llorens, 1989, p.28). In this instance the culture under study was 
the health care team and the perspectives of this culture which were sought 
were those of occupational therapists.
The integration of qualitative and quantitative methods has been proposed by 
Myers and Haase (1989). They suggested that such integration provides 
analysis of phenomena at different levels and the integration of both subjective 
and objective knowing or understanding. They assert that neither form of data 
or source of information should be considered superior. Integration of 
qualitative and quantitative methodologies in a different form is described by 
Tilden, Nelson, and May (1990). They used a qualitative method in the form 
of semi structured interviews to enhance the content validity of a psychometric 
measure.
The methodological approach of this study incorporated both views of 
integration. Because there was little information available about occupational 
therapists' perceptions of health care teams, it was not possible initially to 
develop hypotheses to be tested using a quantitative tool (Kibele and Llorens, 
1989). It was possible however to raise a research question appropriate for 
qualitative study as well as a number of expectations. Semi structured 
interviews were the form of qualitative data collection employed. The data 
from the interviews were analysed to provide a depth of understanding about 
the experiences of occupational therapists in health care teams which was not 
able to be gained from the use of a quantitative tool alone. In addition, 
literature and information gleaned from the interviews about factors affecting 
occupational therapists' work in a health care team was used to guide the 
generation of items for a quantitative tool in the form of a questionnaire.
A questionnaire was chosen as an appropriate format for collecting quantitative
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data because it is economical and time efficient compared to other methods 
such as field observations and therefore allows a larger sample to be included 
and it allows a geographically spread population to be sampled (Bork and 
Francis, 1985). The use of a large sample was considered important if results 
were to be generalised.
The first research question was answered via both the in depth interviews and 
the questionnaire.
The second research question of this study was investigated by having 
interview respondents generate a list of topics for a continuing education 
program on working in health care teams. These were included in the 
questionnaire where respondents indicated their current and desirable 
proficiency in each area.
The third research question was explored via a review of the literature on 
continuing education to determine an appropriate format for a continuing 
professional education program and by asking interview respondents to indicate 
preferred delivery methods for CPE topics. Content for the program was based 
on the learning needs identified when exploring question two.
Detailed descriptions of each research stage are outlined in the chapters which 
follow. Part Two describes the methodology and results of the semi-structured 
interviews. Part Three details the use of the questionnaire, data analysis of 
results, and a discussion of these in light of literature in the field. The 
continuing professional education program is also outlined.
PART TWO
QUALITATIVE STUDY
CHAPTER FIVE
QUALITATIVE METHODOLOGY
8 2
The method employed in this qualitative study is described in a number of 
sections. First the selection and contact with respondents is outlined. Next 
the development of the interview guide and the type of questions asked are 
reviewed. The procedure for conducting the interviews is then elaborated. 
Finally the interview analysis procedures are described. This qualitative 
study is the first stage of a three part methodological approach. The semi­
structured interviews described in the sections below were used to provide 
in depth data about the experiences of occupational therapists working in a 
health care team and to provide data for the development of a questionnaire 
(stage two).
5.1 RESPONDENTS
The respondents for the semi structured interviews included 14 occupational 
therapists who were practicing in a multidisciplinary, interdisciplinary or 
transdisciplinary health care team. These therapists were employed in a 
range of health care facilities including:
teaching hospitals 
community health centres 
community mental health services 
psychiatric hospitals 
smaller hospitals 
developmental disability service
It was felt that these environments reflected the settings in which 
occupational therapists worked as part of a health care team. Similar places 
of employment were identified by Graham and Allen (1991) in a Victorian 
labour study.
The respondents constituted a purposeful sample (Stainback and Stainback, 
1984), selected because of their ability to provide rich (detailed) data about 
occupational therapists working in health care teams. Respondents were
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identified for the study by recommendation from a range of informants such 
as heads of departments and academic occupational therapists, on the basis 
of information already familiar to the researcher, and using snowballing 
(Stainback and Stainback, 1984) where the initially selected subjects 
recommended other therapists for inclusion. They were recommended for 
their perceived ability to articulate their experiences in a health care team.
To avoid bias in subject selection it has been recommended that diversity be 
maintained when selecting subjects (LeCompte and Goetz, 1982, cited in 
Stainback and Stainback, 1984). To help maintain such diversity, 
respondents for this stage in the research were selected from a range of 
settings with no two respondents from the same health care team. It was 
anticipated that this would ensure a variety of team types were represented 
in the sample. The respondents also varied according to the number of years 
of experience they had as an occupational therapist, the seniority they held 
within an occupational therapy department or community health centre and 
the client group they worked with. The use of a variety of participants from 
a variety of settings represented data triangulation (Patton, 1990) which 
helped to ensure rigour in the qualitative study.
5.2 RESPONDENT CONTACT PROCEDURES
Respondents for stage one were initially contacted by telephone. A 
standard protocol was used by the researcher during this phone contact. 
The information addressed during the phone contacts included:
1. introduction of the researcher
2. information about how the respondent was referred/selected
3. purpose for phoning
4. outline of the proposed research
5. respondent's role in the research which was
* to complete an answer sheet;
* participate in an in-depth interview
6. respondents were assured of the confidentiality of the
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information they would provide and how the data would be 
used within the PhD and subsequently for publication
7. questions posed by respondents were answered either at the 
end or as they arose through out the phone contact.
The dialogue used by the researcher during the phone contacts is outlined in 
detail in Appendix One.
If respondents agreed to participate in the study they were sent a letter 
giving more detail about the research, as well as a question sheet and a 
consent form to complete and return in a stamped, addressed envelope 
(Appendix Two). Respondents were supplied with a separate envelope in 
which to enclose their question sheet to ensure the information provided 
was not linked in any way to their personal details. Respondents were also 
asked for an indication of times and places which may be suitable to 
conduct the interview and for their mailing address. Where appropriate they 
were asked to suggest anyone else who could be contacted to be involved.
If respondents did not agree to participate when they were telephoned they 
were thanked for their time and asked if they could suggest further 
respondents, if appropriate. Only one respondent declined to participate due 
to time constraints.
Following the development of the interview guide which is described in the 
next section, participants were phoned for an interview appointment.
5.3 DEVELOPMENT OF AN INTERVIEW GUIDE
It is usual to use questions to "guide the line of inquiry" (Kielhofner, 1982, 
p.153) during an interview. Schwartz and Jacobs (1979, p.38) have 
suggested that in this situation individual participants are "treated as sources 
of ’general’ information....In an interview setting, the respondent is called 
upon to assume the identity of a member of the group in formulating 
replies....Either the researcher asks directly about general issues or he
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interprets individuals' responses in such a way as to throw light on general 
attitudes, situations and patterns".
The interview questions were developed from the responses to open ended 
questions participants gave in the previous mailed answer sheet, in order to 
minimise researcher bias in the selection of interview questions. This 
allowed the interview guide to be grounded in the respondents' ideas rather 
than the researcher’s. Respondents were asked to write answers to five 
questions.
1. Briefly describe the health care team in which you work, its 
members and how it functions.
2. In your experience what is positive (good) about the way it 
functions?
3. What is negative (bad) about the way it functions?
4. What issues/topics might be considered in a continuing 
education program for occupational therapists working as part of 
a health care team? Please consider what the topics might be 
and the way they might be addressed.
5 If you have specified more than one above, please rank them in 
order of importance from most (1) to least important.
Question one requested a description of the type of team in which 
respondents worked. This led to topic seven in the interview guide where 
respondents were asked to place the team in which they worked on a 
continuum.
Questions two and three were asked to determine the factors which may 
affect an occupational therapists function within a health care team. The 
questions were phrased so they would not prompt respondents but rather 
rely on them to suggest what they felt was good and bad about the way 
their team functioned. Answers to these questions were analysed by listing 
each positive and negative factor from all the question sheets (Appendix
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Three). These were then organised into groupings which reflected five 
themes that emerged which formed topics one to five of the interview guide. 
These were communication, models of practice, relationships with 
colleagues, access to decision making and professional autonomy.
Questions four and five were asked to establish a range of possible topics 
for inclusion in a continuing professional education course for occupational 
therapists working as part of a health care team. The suggestions were used 
to develop topic six of the interview guide, continuing education topics.
The final revisions to the instrument followed review by research advisers. 
Questions were reviewed to ensure they did not suggest a direction for a 
response and possible probes checked to reduce the risk of bias during the 
interview.
5.3.1 Topic One: Communication
This topic provided respondents with an opportunity to comment generally 
on the communication within their health care team. They were asked to 
describe what aspects of their teams communication were good and not so 
good; to describe the communication patterns or skills of team members 
they considered to communicate well; and to suggest what knowledge skills 
and attitudes occupational therapists needed to communicate effectively 
within a team.
5.3.2 Topic Two: Models of Practice
Here respondents were asked to describe the effect on their team of the 
coming together of the different models of practice used by health 
professionals. They were asked to determine if the coming together of the 
different models was positive or negative for their team and any factors 
within the team or individuals themselves that may influence this. 
Respondents were also asked to indicate what they felt occupational 
therapists needed to know, be able to do or to think for them to be able to
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work effectively in an environment where different models or approaches 
came together.
5.3.3 Topic Three: Relationships With Colleagues
Respondents were asked to describe their relationships as an occupational 
therapist with other team colleagues; whether they felt their interprofessional 
relationships were generally good or caused some difficulties; whether they 
felt this was linked in any way to the issue of occupational status or a 
hierarchy operating within the team. They were also asked what contributed 
to relationships being good (if they were) and what attitudes of team 
members contributed to this. Lastly respondents were asked how 
occupational therapists could ensure their working relationships with 
colleagues were productive and whether they felt there was anything they 
needed to know, be able to do, or to think to ensure that this happened.
5.3.4 Topic Four: Access to Decision Making
Respondents were asked to describe the decision making processes that 
operated within their team including how decisions were made, who had 
input into the process, and how decisions were communicated. They were 
also asked to comment on the effect of leadership within the team on the 
decision making process. Their level of satisfaction with the process and 
their ability to influence the decision making within their team was 
canvassed. They were asked to suggest what knowledge, skills and attitudes 
they needed to maximise their impact on the decision making process. 
Respondents were asked whether they would describe their position as 
powerful or powerless within the team structure and why. Lastly they were 
asked if they felt it was important for occupational therapists to understand 
the power dynamics which were operating within a team and whether 
respondents felt they were generally aware of these dynamics.
5.3.5 Topic Five: Professional Autonomy
In this section of the interview respondents were asked to describe their
88
professional autonomy within the team, the extent to which they exercised 
discretion over their treatment practices and why they felt this was so within 
the team/environment in which they worked. They were questioned about 
whether there was anything about occupational therapists themselves that 
limited or enhanced their professional autonomy and how they could 
maximise their autonomy.
5.3.6 Topic Six: Continuing Education Topics
Participants were provided with a list of continuing education topics 
compiled from those suggested on the question sheets. These were listed in 
loose, untitled groupings. The loose groupings were knowledge and skills 
related to communication generally, team work, management, making 
presentations, work with clients, research/evaluation, and job stress. 
Participants were required to rank the three most important and the three 
least important topics for inclusion in a course for occupational therapists 
working as part of a health care team. Respondents were given time to 
review the list and make their selections.
In addition to ranking the topics respondents were asked to complete a grid 
to suggest the most appropriate delivery methods for each of the three most 
important topics they had selected. The list of delivery methods was 
compiled from those suggested on the questions sheets and from the 
literature.
5.3.7 Topic Seven: Health Care Team Continuum
Points were marked on a continuum for multidisciplinary, interdisciplinary 
and transdisciplinary teams with the line continuing on either end. Using the 
descriptions of the three types of teams respondents determined where their 
team fitted along the continuum. Respondents were also asked to comment 
on their reasons for the team's placement at a particular point on the 
continuum.
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5.4 QUESTION TYPE
Rossett (1987) describes six question types useful in training needs analysis. 
The interview guide was developed keeping these question types in mind. 
The notation appearing in brackets after each question type is referred to in 
Appendix Four to indicate the type of questions used in the interview guide.
Type 1 questions seek a general picture of the problem. The first question 
for each topic area of the interview guide sought a general picture of 
respondents' experiences in the area to determine if they encountered any 
difficulties in this area (Notation for question type = "general").
Type 2 questions seek more details of the situation. Probes were used by 
the researcher, following the initial type one question, to determine more 
details about the respondents' experiences in each area. For some topic 
areas specific type two questions were asked. For example, in the topic 
"access to decision making", respondents were asked if the leadership of the 
team affected the way decisions were made and communicated (Notation = 
"detailed").
Type 3 questions demand proof of what the person knows and can actually 
do. As the purpose of this data collection stage was to determine the 
factors for inclusion on a more detailed assessment tool, it was not felt 
relevant to ask interview respondents about their own skills directly 
(Notation = "proof").
Type 4 questions determine respondents' feelings about the topic, training 
related to it, perception of its priority and their confidence related to it. 
Respondents were asked directly to state the knowledge, skills and attitudes 
they felt occupational therapists needed to function well in the topic areas 
addressed during the interview. These questions tended to be ones of 
priority for learning needs. Topic six also required respondents to indicate 
priorities for topics to be included in a continuing professional education
course. Other type four questions were more relevant for inclusion in the 
second stage data collection tool (Notation = "feelings").
Type 5 questions seek the cause/s of the problems. In some topic areas 
causes were determined through probes which followed other questions. For 
topics two, three, four, and five questions addressed possible causes directly. 
For example, in topic three "relationships with colleagues", respondents 
were asked if the quality of their relationships were linked in anyway to the 
issue of occupational status or a hierarchy operating within the team 
(Notation = "causes").
Type 6 questions seek basic information about the respondent. Information 
was sought about the health care team in the last question of the guide and 
about the respondents and the settings in which they worked during the 
initial sampling process (Notation = "demographic").
The complete interview guide is shown in Appendix Four.
5.5 INTERVIEW PROCEDURE
The interviews were conducted at a time and a place suitable to participants. 
At the commencement of the interview the researcher reviewed the purpose 
of the interview; how the data from the interview would be used; confirmed 
the participants consent for the interview to be tape recorded and indicated 
the possibility of the tape recorder being turned off at any time during the 
interview at the participants request; lastly participants were asked to 
indicate at the end of the interview if there was anything in retrospect, that 
they wished to be excluded from the analysis.
Topics and questions related to each topic were generally addressed in the 
order they appeared on the guide, with each topic being introduced by a 
short statement from the researcher (Appendix Four). Clarification questions 
were asked and probes were used to elicit further information on ideas
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initiated by respondents. Probes were also used to ensure the components of 
individual questions were addressed (For example to probe for knowledge, 
skills and attitudes). Questions were excluded from particular interviews if 
the area had already been covered by respondents in answer to an earlier 
question.
At the conclusion of the interview respondents were thanked for their 
participation, reassured of the confidentiality of information they had 
provided and asked if they had any further questions or comments about the 
research. Respondents were sent a thank you letter some time after their 
interview.
5.6 INTERVIEW ANALYSIS PROCEDURES
Topics one to five were transcribed and analysed using the Ethnograph (a 
computer analysis tool for qualitative data). Incidents were coded using the 
topic areas and interview questions with further categories emerging from 
the data as coding continued (Tesch, 1990). Glaser and Strauss' (1967) 
constant comparative method was used to compare and contrast incidents 
within categories and between categories. Relationships between categories 
were investigated.
Responses to the two questions in topic six were analysed by determining 
how often each continuing professional education topic/area appeared in the 
three most important and three least important lists generated by 
respondents. The frequencies of each delivery method for those topics 
appearing in the top three list were determined.
5.7 CONCLUSION
Fourteen occupational therapists working in various settings were 
purposefully sampled and interviewed to explore the experiences of and 
factors affecting occupational therapists ability to work in a health care 
team. Semi structured interviews were conducted using an interview guide
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developed from the answers to open ended questions posed to respondents 
about their teams. Interview data were analysed using the constant 
comparative method to elucidate themes which reflected the occupational 
therapists experiences within their teams. Tallies for education topics 
therapists thought should or should not be included in a program for 
occupational therapists working in health care teams were calculated.
The results of the interview data analyses are outlined in Chapter Six.
CHAPTER SIX
INTERVIEW RESULTS
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The results for the semi structured interviews are detailed in a number of 
sub sections. Initial coding of the interviews followed the interview guide 
topics closely. The specific areas within each topic on which respondents 
commented are listed in Appendix 5. The first sub section below (6.1) 
outlines the results of the constant comparative analysis of interview data in 
detail. The next sections show information relating to the most (6.2) and 
least (6.3) important topics for inclusion in a continuing professional 
education program and preferred delivery methods for these (6.4). The final 
section details the spread of health care teams in which respondents work 
on the health care teams continuum (6.5).
6.1 RESULTS OF DETAILED ANALYSIS OF INTERVIEWS
Further review of coded interviews lead to the revision of codes to reflect 
more broad themes/topic areas arising from the data than those listed in 
Appendix 5. Review of the data indicated three major theme categories. The 
first was process aspects of working in a team and included the sub themes 
of decision making, experience of autonomy, relationships with colleagues 
and the effects of different models coming together. The second theme 
category was structural characteristics of the team and included the sub 
themes of informal channels of communication, team meetings, and 
occupational hierarchy and status issues. The final major theme category 
was personal skills of the occupational therapist. Two specific areas which 
emerged were personal power and political awareness. In addition 
information was gleaned more generally on the skills of good 
communicators and the skills needed by occupational therapists to work in 
health care teams. The sub sections to follow provide a description of each 
theme and sub-theme area using incidents to highlight categories and 
discuss beginning relationships between categories which emerged. The 
themes are summarised in Table 3, overleaf.
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Table 3: Themes and sub themes emerging from interview data
Themes Sub themes
Team decision making processes 
Experience of autonomy within the team 
Relationships with team colleagues 
Effects of different practice models coming 
together
Process aspects of working in a team
Structural characteristics of the team Informal channels of communication 
Team meetings
Occupational status and hierarchy issues
environment
Personal skills of the OT Personal power 
Political awareness
6.1.1 Structural Characteristics of the Team
The structural characteristics of the team which have been highlighted by 
occupational therapists include the channels of communication within the 
team. Both the formal channel of team meetings and other informal 
channels of communication have been highlighted by occupational therapists 
as relevant aspects of their experience within a team. In addition, the 
occupational status or hierarchy within the team has been raised.
6.1.1.a Informal Network
Nine respondents felt that the daily contact with colleagues which occurred 
and the informal communication networks which existed within their team 
were positive and important for how the team worked. The things which 
seemed to facilitate this included being part of a small team, having daily 
contact due to sharing office space or being on a ward, and not having a 
great deal of role sensitivity.
For one team, the informal communication had developed such that 
"sometimes (they) used their own dialect, where you say something a little
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strangely but others knew what you meant".
Generally there was no reference to the informal network resulting because 
of poor formal systems for communicating. However one respondent made 
the point that a formal meeting had "disintegrated (so) allied health now 
discuss most of the real issues outside of the meeting in terms of team 
management because he's (consultant) so intimidating and disdainful of any 
comments that get made".
For two respondents the informal daily contact had become the major means 
of communicating because the team was small and shared the same office.
"We had a formal meeting only about once every two months 
because we resolved things as they came up along the way".
For one of these respondents this at times caused concern that sometimes 
things were not reviewed properly because of the informality.
Two respondents commented on the importance of team members liking 
each other and the fact that the networking extended into social situations. 
The informal communication was seen as the real strength "because as well 
as getting on well work-wise, people go out socially together".
6.1.1.b Scheduled Meetings
The fact that team meetings were scheduled regularly was seen as a positive 
aspect of team communication. These meetings provided an opportunity to 
discuss patients and intervention plans. Limited time available for the 
meetings was discussed as a negative factor by two respondents. This 
resulted in one respondent often not having "time to say what I want to 
say". This relates to the continua described by Qualls and Czirr (1988) 
where they suggest that professionals have different expectations of the use 
of time and content in team meetings. Some wish only to discuss medical
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facts while others wish for a more broad discussion.
In one team which operated outside office hours, decisions made at 
meetings were transferred to a communication book. This was viewed 
positively as a way to ensure that decisions were passed on to those not 
present. For five respondents however, the lack of follow up after meetings 
and poor decisions made at the meetings were causes for concern.
One respondent saw team meetings as a way of having access to or being 
part of the decision making within the team. For others however, it seems 
that decisions were imposed by medical staff, at times with no views from 
allied health team members sought. This led to frustration for some 
respondents.
Meetings were also viewed positively when they provided an opportunity 
for team members to make their viewpoint heard or to express concerns. 
They were viewed as important forums "with everybody having their say". 
A draw back for some however, was that "sometimes what you say does not 
get heard".
In one team it was expected that each member would have something to say 
even if it was only reviewing what they had been doing with each patient.
They were also seen by one respondent as an important venue to "plug OT 
services".
Another reason team meetings were viewed positively was when they were 
seen as a means to bring people with a range of skills and ideas together 
"..so everybody has their say from all the different orientations they're 
coming from".
In one team, decisions relating to components of treatment plans which
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were particularly relevant for any team member were held over until the 
member could be present.
A number of respondents discussed the fact that communication within their 
teams was open and non threatening so that nobody felt "inhibited about 
talking or saying anything". Openness of communication has been viewed 
as an important norm for good team work by Miller (1989). One respondent 
noted that even though the team was fairly medically directed, if "you really 
are well informed about the patient then they (consultants) do listen to your 
concerns and even to your recommendations". For another respondent the 
behaviour of one consultant who was intimidating for allied and medical 
staff alike, meant that the meeting was not successful.
The structure and expectations that surrounded meetings were important in 
some settings and were seen to contribute to their success. They were seen 
as important forums where every one was expected to attend and take them 
"seriously and actively contribute". Other expectations were that "you were 
there and there on time and that you stay for the duration and it takes 
precedence over perhaps something else". Maple (1987) discussed the 
relevance of expectations about team work to how well the team actually 
functioned.
6.1.1.C Occupational Hierarchy and Status Issues
Five respondents felt their team had a medically dominant hierarchy. A 
number of respondents felt this was unavoidable feeling that "anyone 
working in hospitals can't escape from the medical hierarchy as being the 
predominant force, where monies get distributed and things are still very 
much run on that and on the medical say so". Being able to accept the 
hierarchy, to work within it and "make it work for you rather than trying to 
overpower it" was seen as important by one respondent. Another ability 
considered important was being able to "reason (ones) clinical judgement"
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to the medical profession. The fact that medical staff believed they held 
certain positions on the hierarchy meant that allied health staff needed to 
go through (certain) channels" when implementing different treatment 
regimes. This highlights the effect of leadership style and communication 
processes within the team (Payne, 1980; Ducanis and Golin, 1979; Brill, 
1976).
For some respondents the dominance of the medical hierarchy was strong 
with the medical staff or director being "like God basically". One 
respondent did not view the team as a team because it was so medically 
autocratic. For others its acknowledgment was less forceful where "the team 
leader I suppose would be seen to be higher in the hierarchy as a doctor 
may be".
One respondent commented on the fact that the attitude of the consultant 
who was head of a team made a difference to how prominent the hierarchy 
was within the team. For another respondent the exclusiveness of the 
hierarchy was judged according who could attend ward rounds. One 
respondent felt occupational therapy had a fairly high standing because "if 
there is a change in venue or time for any reason (they) would always be 
notified".
A hierarchy within medical ranks was noted by one respondent where the 
rehabilitation consultant was "really dictated to by the neurosurgeons to a 
certain degree". This may reflect differing prestige according to medical 
speciality as outlined by Shortell (1974). For allied health team members 
this made working with him somewhat difficult because they were the only 
people that he had in "his pecking order".
The medical hierarchy was described in a variety of ways with the 
respondent being "somewhere on the lower rungs" and with "the rest of us 
swimming around there underneath the medicos".
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One respondent commented that occupational status issues were most 
noticeable between nurses and doctors but that allied health personnel were 
less involved.
"Yes I think there is a very strong hierarchy within the 
medical/nursing component of the team. But I would see that 
the other allied health professionals being very much on an 
equal level".
Six respondents felt that their was no hierarchy amongst the allied health 
members of their team, two commenting that the allied health members 
were autonomous. One respondent felt there was no hierarchy at all on her 
team. In one team where there was no one in a designated team leader 
position, there was pressure from outside the team for someone to adopt that 
role.
For one respondent in a community centre where the team remained 
constant but where medical staff came and went, the influence of the team 
ensured there was no medical dominance.
"No I think we all see each other as equal co-workers. In fact 
it's reinforced very much because a lot of our doctors come 
through feeling that they have status and they're brought well 
and truly down to the level that everyone sees themselves at".
The norms of this team seem to have been strong enough to overcome or 
influence the personal orientation of new members (Payne, 1980; Ducanis 
and Golin, 1979; Brill, 1976). This may also relate to the stage of the teams 
development (McPherson, Wittemann and Hasbrauk, 1984; Blechert, 
Christiansen and Kari, 1987).
Other reasons for a hierarchy were noted by respondents. These included
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longer standing members of the team having higher standing and better 
status, and people with more enthusiasm and confidence having a 
reasonably high standing. One respondent felt that at times new graduates 
looked down on people without formal qualifications but that this attitude 
usually changed once they were able to appreciate the person's experience. 
One respondent commented on a situation where women on the team were 
discriminated against, evidenced by them being given smaller desks and less 
space than the men in a brand new building. This may reflect a status issue 
according to gender as discussed in the literature (Kitson, 1986, p.66; Game 
and Pringle, 1983).
One respondent saw "that there (was) a fight over who (was) the lowest (in 
the hierarchy)- nurses or OT's". She felt that physios and social workers 
(did not compete for the bottom rung). But social workers sometimes (felt) 
themselves as the deviant group because everybody (else was) running and 
doing. So it depend(ed) on the shade".
Another respondent felt there was some jockeying between nurses and 
social workers on her team but that the numbers of other allied health 
personnel were so small that they were on equal footing.
The position which occupational therapists perceive they occupy on a 
hierarchy when it exists has the potential to affect their ability to speak out 
in the team. Kane (1975) has suggested that the lowest ranked members are 
likely to agree publicly with what occurs or is decided but disagree 
privately.
Personalities of allied health team members were seen to influence the 
hierarchy. "It is sometimes cohesive, sometimes hierarchy depending on the 
person". Power on the team, regardless of occupation was also seen to 
influence the hierarchy. Willey (1987) has described seven bases of power. 
However which power bases are referred to here is not explicit.
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A team leader who had been an occupational therapist was seen by a 
respondent to have had difficulties some of which resulted because she was 
an OT in charge of a particular type of team. This may reflect a hierarchy 
according to occupation (Turner, 1985; Willis, 1983).
6.1.1. d Summary
The major structural aspects of a health care team which influence 
occupational therapists experiences on a team are the informal channels of 
communication which are generally viewed positively, the formal team 
meetings which are positive if they provide a venue for open information 
sharing and exchange of views and the occupational status/hierarchy which 
operates within the team. Generally it was felt there was a medically 
dominant hierarchy but that such a hierarchy was less evident between 
allied health members. For some teams, notably those in less acute settings, 
a medically dominant hierarchy was not evident.
6.1.2 Team Processes
Review of interview data in conjunction with the type of team in which 
respondents described themselves as working revealed three major factors 
that would seem to have the most marked effect on their experiences within 
a health care team. These were, the attitudes of other team members, the 
type of team and setting in which therapists worked, and the personal and 
professional attributes of occupational therapists. Team process areas in 
which these factors affected the experiences of therapists included: (a) their 
experiences of the decision making processes in teams, (b) their autonomy,
(c) their experiences of different models coming together in the team and
(d) their relationships with team colleagues.
6.1.2. a Decision Making
For most respondents (8) decisions about patients or clients were made at 
team meetings. The final decisions about patients were made in eight of the 
teams by the doctors. In all but two of these situations, the medical staff
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would listen to the views of allied health members. These were settings 
which were on middle ground in terms of medical dominance.
"If there's any disagreement in terms of the overall team as a 
whole or with the ultimate decision maker - the consultant, 
that's negotiated and some compromise is reached".
The two teams where this did not occur were described as "autocratic" and 
"dictatorial". These were highly medicalised settings. Similar experiences 
have been described by Evers (1982, p.67) where if there was conflict 
between medical and non medical staff the medical view was imposed on 
the rest of the team.
In six teams discussed by respondents the final decisions were not made by 
medical staff but rather by others within the team. One respondent felt that 
there was a commitment to team decision making and that if someone were 
"exerting undue influence or pressure...most people work actively towards 
"well look let's negotiate that" or "let's see"". Another respondent felt their 
team operated "on the principle that everyone is the same and everyone 
should have equal opportunity in access to resources, to voice, in decision 
making". These were teams in the community and psychiatry. However, in a 
number of teams where other team members made the decisions, medical 
staff maintained the right to "override". These were again middle ground 
teams in relation to their médicalisation. One respondent felt that some 
decision making passed on to allied health personnel occurred because the 
medical team did not want to be involved with it and that it was more "by 
default". This team was highly medicalised and was described as autocratic.
In four of these teams there were decision making processes in place which 
led to decisions being made by the team. For example in one team it was 
understood that two successful weekend leaves were required before 
discharge, so a discharge decision was not made without confirming with all 
involved that this had occurred. These teams tended to be those in 
rehabilitation and community settings.
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In two respondent's teams decision making about patients changed 
depending on the nature of the decision to be made. The final decisions 
about patients were made by the medical director "particularly if its a bit 
dicey, then he takes that responsibility and makes the final decision. But if 
its not too dicey, then whoever feels they've had the most to do with the 
patient...may make the most important decisions".
For the second respondent some decisions were "majority rule" while others 
were made by those with particular expertise, depending on the decision.
Generally decisions were communicated through the meeting venues. Only 
two teams minuted their meetings specifically.
In relation to administrative decisions four respondents felt that the team 
leader had a major influence in these decisions while five felt the team 
worked towards consensus. One respondent discussed a decision making 
and appeals process that had been set up in relation to administrative 
decision making. However when it "came to actually implementing that the 
answer was always "well that’s an executive decision" so it was not useful". 
For some respondents, making an impact on decisions required continued 
and concerted effort on their part because the decision making structure was 
basically from the top down. These tended to be medically dominated 
teams.
"A proposal is put forward and unless you actively discount it 
or discuss it or negate it or say there is some problem with it, 
it will go through".
Some respondents commented on the fact that some decisions should be 
made by the team leader who holds ultimate responsibility for them.
"I feel the doctor is the team leader and primarily should make these 
decisions and the rest of the team believe that also".
One respondent commented that the team members operated democratically
105
without a designated leader, but that at times there was pressure from 
outside the team to have someone designated as team leader.
Two respondents described decision making based on "round the table" 
discussion. These were community based teams. For one respondent this 
was positive experience with the team leader then summarising what had 
been discussed to facilitate a decision which everyone was then happy with. 
For another respondent this often resulted in frustration because "a lot of 
discussion can go along and nothing happens. For instance our mental 
health team are great talkers and philosophers and in my experience there's 
not a lot of action". A difficulty with democratic decision making raised 
was the fact that "you need to make sure that everyone says what they want 
to and feels comfortable doing that".
For one respondent who's team generally made decisions by consensus, 
there were times when she felt the team could do with stronger leadership. 
This team was in a rehabilitation setting.
For one team, no decisions were made without the team leader being 
present, so this person exerted a great deal of influence over decision 
making. For one respondent there was a lack of confidence in the leader 
who was not of the same discipline and made little effort to understand 
what other people on the team did. This meant that team members concerns 
could not be adequately represented to the service director. For another 
respondent, the personal problems of the leader meant that decisions she 
should have been making were not being taken without a great deal of 
prompting. These situations lead to dissatisfaction with the decision making 
processes for respondents. Respondents were not satisfied with leaders they 
described as "weak", particularly when this meant the teams concerns were 
not represented adequately in wider forums.
In situations where everyone had a chance to contribute to decision making
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respondents were generally satisfied with the decision making processes in 
their team and their ability to influence them. This often reflected the 
attitude of the leader who was accepting and supportive of others 
contributing to decision making. The settings where this was the case 
tended to be those which were less medicalised. In one situation there had 
been an active campaign to boost the Occupational therapists" profile so that 
they would be asked to contribute their knowledge for decision making. 
One respondent was unhappy with how decision making occurred due to a 
team member "rethinking" decisions and changing "tacks" on decisions 
others in the team felt were final.
The expectations of professionals from different disciplines about how 
decisions will be made and the level of interdisciplinary interdependence 
desirable have been suggested to differ by Qualls and Czirr (1988). They 
suggested a continuum with one extreme being those who expect one person 
to be responsible for all decisions on behalf of the team. The other end of 
the continuum involves a belief and an expectation in consensus decision 
making where no one professional ever expects to assume total 
responsibility and is obliged to call on other professionals. Respondents 
experiences in their various teams would seem to reflect a wide range on 
such a continuum. Those most satisfied seem to be those where team 
members share a belief in consensus decision making. Those in settings 
which are medically dominated seem to be least satisfied. This may be due 
to the medical practitioners' expectations of being the primary decision 
makers which is not shared by respondents. It may also relate to 
occupational therapists inability to speak out due to their lower position in 
the hierarchy (Kane, 1975, p.36).
What would seem to be the centrality of decision making processes to the 
experiences of occupational therapists within and their perceptions of the 
teams in which they work is consistent with previous literature (Payne, 
1980; Ducanis and Golin, 1979; Brill, 1976). The emphasis of the medical
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profession in decision making processes of many of the teams described by 
respondents points to power relations based on occupational status 
(Pellegrino, 1983; Turner, 1985; Willis, 1983; Kane, 1975). The extent to 
which occupational status or an hierarchy operates within teams would seem 
to affect occupational therapists' performance in and perceptions of the 
team.
Respondents suggested a wide range of skills and strategies which could be 
used to influence decision making. These related to both the environment or 
structures for decision making and the personal skills of the therapist.
For respondents whose experience was in a team where they felt they had 
little influence over decision making or where exerting influence took a 
great deal of continued effort the use of formal structures such as meeting 
minutes, and documented policy was suggested to support one's efforts. It 
was seen as important not to give up.
Having "political nous and understanding how administrators work" was 
also seen as important. "I think one person with a good understanding of 
the power structure can effect so much whereas ten other people will have 
half that kind of influence because they are not aware". An awareness of 
"the other stake holders in the decision and finding out what their priorities 
might be" was suggested as a way to get a decision which met both their 
needs and the respondents'. For one respondent such negotiation became 
"manipulation" depending on the situation and the preparedness of the other 
party to negotiate. The need for occupational therapists to develop good 
political (Madill, 1987, p. 110; O'Shea, 1979), negotiation (Allen, Graham, 
Hiep and Tonkin, 1988; Brollier, 1985) and assertion (Turner, 1992; 
Polkinghome, 1982/3) skills has been raised by other researchers. The need 
for organisational awareness has also been raised (Allen, Graham, Hiep and 
Tonkin, 1988).
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A number of respondents felt that their ability to influence decision making 
was up to them as individuals. In one instance this related to personal skills 
in being able "to 'read' to some extent where people are, that I'm very 
comfortable putting it down on the table so that people can hear it and in a 
style that people can hear it". Other skills raised by respondents included 
making sure you were heard or being "loud enough", negotiation and 
general communication skills, assertion skills, the ability to make decisions 
rather than being a "waffler", being comfortable asking for more time, being 
"skilled at handling the dynamics of other people", having personal 
confidence and a good knowledge of what you were talking about.
Having a wide and detailed knowledge base was seen as important for 
influencing decision making. It was felt that such a knowledge base made 
one a team resource and therefore likely to be consulted. Having a broad 
information base can be a form of informational power and it arises from 
the ability of an individual to gain and share valuable information (Willey, 
1987). Various occupational therapy authors have commented on the 
importance of a sound knowledge base (Nielson, 1992; Kielhofner, 1985) 
which would contribute to the therapists expert power (Willey, 1987).
There were times when respondents felt they had good influence over 
decision making within their team but "in terms of reaching the (broader) 
hierarchy we all feel very frustrated about not having a voice".
The respect for occupational therapy services felt within one team meant 
that the respondent had a high level of influence over decision making, 
particularly when related to discharge decisions.
6.1.2.b Autonomy
The type of environment in which therapists worked seemed to be a major 
factor determining the extent to which they felt autonomous in their clinical 
practice. Those respondents who worked in a highly medicalised setting
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seemed more likely to have their clinical practice influenced by and in some 
cases dictated by medical staff. A number who worked in community 
centres and in the area of psychiatry questioned the desirability of autonomy 
as such. These respondents tended to work in teams that they described as 
somewhere between interdisciplinary and transdisciplinary. They saw 
varying degrees of role overlap and influence as being desirable.
The attitude of team colleagues towards occupational therapists seemed also 
to be influential in how therapists perceive their autonomy. Where some one 
in a team leadership position encouraged "free thinking and individualistic 
behaviour" a respondent felt autonomous. If others on the team viewed what 
the occupational therapists did as worthwhile and respected their role, it was 
seen to enhance autonomy. The relationships with and respect received from 
team colleagues has previously been shown to concern occupational 
therapists (Fleming and Piedmont, 1989) and to be important for 
occupational therapists' job satisfaction (Madill, Brintnell, Stewin, 
Fitzsimmons and McNab, 1985; Brollier, 1985). Perhaps it positively 
influences job satisfaction because it enhances occupational therapists 
perception of their autonomy. It may also be related to their need for social 
approval (Peacock, 1984). Respondents also commented that if other team 
members had little understanding of what occupational therapists did that 
this may also enhance autonomy because "they might be more likely to 
leave you alone to do what you wanted to do". Awareness of occupational 
therapy has been reported previously as a problem for therapists (Kohler 
and Mayberry, 1993; Cooperstein and Schwartz, 1992). The personal 
attitudes of medical staff also influenced respondents perceptions. Some 
respondents experiences were such that medical staff were "very happy to 
hear comments and to let you make judgements" while for others medical 
staff wanted to "dictate completely" and were in a position to do so. Others 
experienced middle ground where they were generally free to decide how 
they would work with clients but at times "edicts came down from the top". 
The more highly acute, medicalised and specialist the case load, the greater
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the tendency for medical staff to dictate completely. Again this highlights 
the strong influence the views of other team members have on the 
perceptions of and perhaps performance of occupational therapists. This is 
supported by Nordholm and Westbrook (1986) who found that occupational 
therapists placed greater value on the respect they received from colleagues 
five years after graduation than they had 18 months after graduation.
Support from occupational therapy colleagues and heads of department were 
cited by respondents as factors which influenced autonomy.
Factors intrinsic to therapists themselves were also cited as influencing the 
autonomy of occupational therapists. The concept of personal and/or role 
confidence was raised by most respondents as crucial to enhancing or 
maintaining autonomy. There were mixed views as to whether occupational 
therapists generally were confident about their role. Nordholm and 
Westbrook (1986) found that Australian occupational therapists were the 
least likely of health professionals educated at a particular college to agree 
with a statement about members of the profession being clear about their 
role. Canadian therapists were found to question the efficacy of their 
procedures and perhaps to project this uncertainty to others (Madill, 
Brintnell, Stewin, Fitzsimmons and MacNab, 1985). A valuing and selling 
of one's own skills as an occupational therapist was seen as important. The 
role of faculty in instilling a sense of value in students was raised by one 
respondent. A sound knowledge base to support treatment decisions was 
seen as crucial by many respondents. Such expert power is one of seven 
bases of power identified by Willey (1987). Good communication, assertion 
and negotiation skills were also mentioned.
The nature of occupational therapy itself was seen as both an enhancing and 
a limiting factor by different respondents. One respondent perceived the 
scope of the role and an holistic approach as enhancing autonomy while 
another respondent felt that "pervasive humanitarianism makes it difficult
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for OTs to accurately assess what they can and can not do for a particular 
person". This limited occupational therapists autonomy in her perception.
Experience was mentioned by a number of respondents as a factor which 
affected a therapists ability to practice autonomously with increasing 
experience relating to greater autonomy.
6.1.2.C Models Coming Together
Generally respondents felt that the coming together of different models of 
practice held by team members was a positive thing for their team. Reasons 
stated for this positive view included the fact that it enabled therapists to 
"..expand our ideas and see things differently. It changes our perspective on 
our problems with our clients...we become better therapists and we don't 
become rigid about our approach".
"Working with the same population, doing similar sorts of things from a 
different perspective" was seen as cohesive. The lack of "friction" was 
attributed to the fact that all team members were on the same level by one 
respondent.
The coming together of different models was a positive experience for some 
respondents as a result of the respect for team members which was 
experienced in the team. A respect and "an understanding of the roles", a 
willingness to listen to others and to be interested in how they (saw) things" 
were seen to enhance the positive effect of models coming together. Some 
respondents made particular efforts within their teams to find out about 
others' ideas and orientations. The importance of respecting and valuing 
other team members contributions in facilitating good teamwork has been 
highlighted by Bassoff (1983).
For some the coming together of different models was "positive providing 
the culture (was) about accepting differences". The total environment,
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opportunities provided and "what the expectation is in terms of the 
organisation in terms of whether it is important to them that teams work 
well" were also noted. As mentioned earlier Maple (1987) has discussed the 
effect of rewards for or expectations for team work on how effective teams 
are able to be.
For others it was attributed to personal attributes of team members. An 
important attribute which was seen to contribute towards a positive effect of 
models coming together was the ability "to accept different styles", being 
"open to suggestions". Not being too sensitive about one's role and "Being 
prepared to share some of your skills" was also seen to make the experience 
a positive one. For other respondents being confident in one's own model of 
practice was important where different models came together. Having a 
clear role definition has been shown to relate positively to occupational 
therapists job satisfaction (Nordholm and Westbrook, 1986) and would seem 
also to affect their ability to work successfully in a team situation. The 
flexibility of role definitions would seem to change depending on the type 
of team in which the occupational therapist is working with the flexibility 
increasing as teams move closer to being transdisciplinary. Liddell (1981) 
has discussed the importance of role confidence in working well within a 
team so that there is able to be a flexibility between tasks without 
professional jealousy or demarcation disputes arising.
One respondent felt it was important to keep focussed on the fact that the 
team was there primarily for the clients benefit. A commitment to 
comprehensive patient care has been identified by Bassoff (1983) as a key 
component for effective teamwork.
For one respondent this particularly related to the individual's level of 
commitment to the team and the way it functioned. One respondent felt that 
it was important to have someone on the team who worked actively to help 
the team accept and work through differences. This has been previously
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mentioned by Maple (1987, p.147) in relation to the importance of differing 
goals becoming explicit rather than remaining implicit. This same 
respondent felt that it was a positive experience when a team moved in to 
being transdisciplinary because the "group's capacity to function is above 
and beyond the individuals in the group".
For one respondent the team's stability was an important factor. She felt that 
constantly changing OT's did not lend themselves to being accepted within 
a team. This may relate to the stages of team development discussed in the 
literature (Blechert, Christiansen and Kari (1987).
The nature of the team's role facilitated a good experience of models 
coming together for two respondents, one in rehabilitation and the other in 
primarily an assessment role.
Despite the "clashes" which occurred when different models came together, 
one respondent viewed this positively because it "makes people think and 
question". For those who felt the experience of models coming together was 
negative, such experiences were attributed to personalities of team members 
and external factors such a lack of resources, influencing the team. A lack 
of flexibility was also seen as a difficulty when models came together.
"I would think in general it's fairly negative the differences in 
models, just because people see the patient or the whole 
situation in different ways and so you always have to be 
doing this negotiating to get to the patient".
"It really does come down to personalities. If people have a 
chip on their shoulder about things or feel that one model is 
better than another and aren't prepared to look in to it or try 
other approaches or value and respect someone else's 
approach then you have clashes and it causes a lot of friction
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on the team."
For one respondent difficulty arose when some members of the team felt 
some routine tasks were "below them" and not part of their role, despite the 
fact that the team operated such that everyone was expected to do these 
tasks. This respondent felt that if "each discipline is allowed to only 
specialise and not to contribute to the total of the team" then it would be 
negative. This reflects the importance of both the personal and professional 
images each individual brings to the team about themselves and the other 
professionals with whom they work (Horwitz, 1970).
6.1.2.d Relationships with Colleagues
There was generally a strong feeling among respondents that relationships 
between themselves as an occupational therapist and their team colleagues 
were good. Those who did not think relationships were positive cited 
rivalry or competition between team members as the reason for poorer 
relationships.
"It's quite a competitive team because its a specialist 
team...You've got 35 people wanting to get a piece of the pie 
as opposed to less, and at that point it becomes competitive".
The fact that team members "were all at the same level" meant there was no 
friction in one respondent's team.
Where team colleagues did not understand the role of an occupational 
therapist there were relationship difficulties with colleagues. The importance 
of others' understanding of the occupational therapy role has been discussed 
by Brintnell, Madill and Wood (1981). For another respondent doing 
inservice courses for nurses had fostered good relationships. Flexibility in 
professional boundaries and a willingness to share information were seen to 
contribute positively to relationships by one respondent. A different view 
was held by another respondent. She felt positive relationships were fostered 
when other team members knew clearly what you did and that this was
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facilitated by sticking to an occupational therapy role and not "having 
something to say on everything" if it was not your area. Downie and 
Caiman (1987) have stressed the importance of knowing one's own strengths 
and limitations as well as those of others’. This has also been supported by 
Bassoff (1983) who discussed the need to maintain a focus on optimal 
patient care and who could best provide what parts.
For those whose relationships were good, eight respondents suggested that 
this was due to the individual personalities of team members. Being "team 
oriented" was a contributing factor to good relationships. The same number 
of respondents suggested that respect for the occupational therapy role 
contributed to relationships being positive. This contrasts with the findings 
of British study which concluded that the major differences between 
occupational therapists and other allied health professionals was problems 
from relationships with other people (Rees and Smith, 1991). Australian 
therapists reported this area caused them less concern five years after 
graduation than it had 18 months after (Nordholm and Westbrook, 1986). 
Demonstrating respect for one's colleagues was mentioned by one 
respondent. The significance of the contribution the occupational therapist 
was able to make was seen by one respondent to influence "how well you 
interacted with others". This was also mentioned by another respondent in 
terms of receiving positive feedback about what she had achieved and that 
this enhanced relationships.
A number of respondents indicated that they felt their relationships with 
colleagues were good because they had put particular effort into fostering 
them, "but you really do have to work on it". Respondents also felt that 
getting to know team colleagues outside the work setting or more socially 
within work contributed to good working relationships.
One respondent commented that in her immediate team where people saw 
each other regularly in meetings that relationships were very positive.
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However in a wider context where people saw little of each other and 
communicated mostly through "pieces of paper", relationships were more 
problematic.
Two respondents cited forces external to the team which had drawn 
members together resulting in good colleague relationships. For one 
respondent this included the ward structure where there were frequent 
meetings and opportunities to communicate. Other contributing factors 
expressed by individual respondents were the teams’ patient focus, the mix 
of new and older staff on the team and the positive effects of using a 
mentor.
One respondent felt relationships remained positive because she was able 
either to "negotiate or manipulate people to get my own way as much as I 
can. So I think that things go my way without even other people necessarily 
knowing it".
Not having a relationship with consultants was seen as a difficulty by one 
respondent.
Interpersonal relations with team colleagues have been found to relate 
positively to job satisfaction for occupational therapists (Brollier, 1985; 
Florian, Sheffer and Saches, 1985; Davis and Bordieri, 1988; Herzberg, 
1966; Canadian Mental Health Association, 1984; Patchen, 1970; Atwood, 
1982). The experiences of therapists within a team would seem to be most 
influenced by the attitudes of other team members towards the therapist 
personally and towards the occupational therapy role, as well as the attitude 
of the therapist towards working in a team.
6.1.2.e Summary
Four process issues relevant to the experiences of occupational therapists 
within health care teams have emerged. These are decision making,
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autonomy, the effect of different models coming together and colleague 
relationships. The major factors affecting these process areas would seem to 
be the attitudes of other team colleagues, the setting in which the therapist 
works and their own skills.
6.1.3 Personal Skills
A range of skills has been highlighted that influence a therapists ability to 
work competently in a health care team. Two specific skill areas addressed 
in detail are therapists experience of personal power and their political 
awareness. More general skills related to working in a team and some 
specific communication skills are also outlined.
6.1.3.a Personal Power
Most respondents felt that they were powerful to some extent within their 
teams. Some respondents had no doubt about their power within the team 
and when asked made responses such as "Powerful. I guess because I feel 
quite a deal of power in terms of the decision making process". Other 
respondents felt they were "reasonably powerful but in some arenas not in 
all arenas. So its almost like in one arena you're on the edge, in another 
arena you're central".
Respondents referred to a variety of power indicators. These included their 
ability to influence decisions, how much change they were able to effect in 
their work environment, the extent to which others were prepared to listen 
to them, their ability to "do things that other people on the team do not do 
or can not get away with", the extent to which the provision of occupational 
therapy services is acknowledged, and the extent to which their opinions 
were valued.
Respondents felt that experience, personal respect, respect for the 
occupational therapy role, knowledge about patients and length of time on a 
team contributed to their level of personal power on the team. One
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respondent considered her motivation as one of the reasons she had a bit 
more power than others because she wanted "the right decisions to be made. 
Whereas I know other people in the team are just happy to go with the 
flow. So that's actually a big factor - How much power do you want?" The 
issue of making a choice about how powerful one wished to be was raised 
by another respondent. "I certainly don't see myself as powerful, I suppose 
I m as powerful as I choose to be as an individual. It depends on how you 
see power. I don't see myself ever wanting to wield a lot of power". Howe 
(1975) has suggested that women do not pursue power in the same way 
men do and therefore feel more powerless. Vance, Talbott, McBride and 
Mason (1985) have suggested that women are often not prepared to use 
their power to foster their own development but will use it in their clients' 
interests. Polkinghome (1982/3) felt that occupational therapists were in fact 
discouraging of one another when they used their skills to enhance their 
own position or the profession. Similarly, Benzinger (1982, cited in Willey, 
1987, p.26) felt women pursued smaller spheres of influence than men and 
were therefore less powerful. Another respondent stated that she did not 
"like the word powerful. I'd say influential. I'd say fairly influential". Such a 
statement reflects the negative views that may be held about power (Willey, 
1985). Perhaps such views work against occupational therapists.
Another respondent who felt her position was quite powerful believed this 
was because of support she offered a team leader who was not functioning 
well. A respondent in a highly medicalised team felt that "some of the 
power gets given to us., by default, that the medical team are almost being 
condescending...they do not want to be involved in it".
There were mixed feelings expressed by one respondent about being fairly 
powerful within the team due to the fact that it meant many people were 
relying on her.
For one respondent, her most powerful moments in team discussions were
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when she was able to get people on side using humour.
6.1.3.b Political Awareness
Interviewees felt it was important for therapists to understand the power 
dynamics which operated within their work environment "because unless 
you know how you’re being manipulated, then you have no chance of 
controlling it". "It stops you being swallowed up by someone else who is 
perhaps more powerful". Understanding the power dynamics meant that a 
therapist could go about initiating change and exerting influence in an 
appropriate way and have more effect than someone who was not aware. It 
was felt that "you could make some wonderful errors if you don't know". 
Alternately an understanding may lead to a decision to accept a situation 
and not attempt to change things. One respondent showed some 
ambivalence about being politically aware stating that "some people are 
political, others are not, and I've never been that way. But I think I've 
probably got a lot to learn, whether it gains me anything I don't know". 
Again this reflects an ambivalence about power and political influence.
Some respondents felt that this ambivalence was present in the occupational 
therapy profession more generally. "I think generally a lot of OT's are fairly 
naive about that whole process and more importantly I'm not sure they feel 
it's that important...I also feel that OT's don't necessarily want to commit 
themselves to that process even if perhaps they are aware of it".
A number of respondents referred to "game playing" in the context of 
political awareness feeling that the games were necessary "because it is the 
way to get where your team wants to go" or to get what you want. Political 
awareness or knowledge was also seen as being used "to the best advantage 
of your clients".
The extent to which occupational therapists were considered aware of the 
power dynamics operating in team environments varied. Some felt they
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were politically aware, others that they generally were not. Some 
respondents felt that some occupational therapists were aware while others 
were not.
"I think some are. I think others are just happy to work and 
do their clinical stuff and maybe wonder why things don't 
work out well sometimes when they try and initiate new 
programs".
Respondents who felt such political knowledge was important but did not 
feel occupational therapists were generally aware tended to have fairly 
negative views.
"No I think they constantly perceive themselves as powerless 
people that make sponges and are nice and sweet and kind 
and sit back. Other people are tearing at other people's 
throats. I don't think we have a clue, I think we're the most 
uninformed sad little bunch that I've seen for a while".
"There are a lot of OT's out there who are really stuck in the 
mud, clouded and not very aware of the functioning of the 
system".
One respondent felt that OT's were not politically aware but did not feel 
others in the health system were either.
One respondent felt it was important for OT's to be aware but not get too 
deeply involved in power plays or too strongly aligned with one group.
Experience in one team and across different teams was seen to contribute to 
a therapists political knowledge. As a new graduate, one respondent did not 
feel very politically aware and looked to other team members for 
information. On the broader sphere a respondent commented that the 
profession itself, in the past, lost therapists to home duties who had 
developed a wider and more detailed understanding of the health arena.
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The importance of political awareness and political skills have been 
highlighted in the occupational therapy literature (Allen, Graham, Hiep and 
Tonkin, 1988; Stewart, 1992; Ford, 1981; Madill, 1987; Maxwell and 
Maxwell, 1978; O'Shea, 1979; Green, 1991; Nielson, 1992).
6.1.3. C Skills of Good Communicators
A range of skills were noted by respondents as relevant to being a good 
communicator. These included good listening skills; being good at seeking 
information; being able to accept others' views; having a flexible approach; 
being diplomatic; having good meeting skills; being clear and concise in 
their communication; being able to put others at ease and be non 
judgemental; being able to accept they made an error; the ability to pass on 
accurate information; being unemotional; having good personal presentation 
skills and being confident when communicating; having good conflict 
resolution skills; and knowing ones own role.
6.1.3. d Skills Needed by Occupational Therapists Working in Teams 
Throughout each interview respondents were asked to comment on the 
knowledge skills and attitudes needed by occupational therapists while 
working in a health care team. Comments were asked in relation to 
communicating effectively within a team, working in an environment where 
different models of practice come together, ensuring relationships with team 
colleagues are productive, having an impact on decision making, and 
maximising occupational therapists' professional autonomy. All the 
knowledge areas, skills and attitudes raised by respondents throughout the 
interviews will be discussed in this section.
Respondents felt it was important for therapists to know clearly what their 
role as an occupational therapist was and to have the skills to articulate that 
role and what they had to offer to other team members. Ford (1981) views 
the ability to do so as key to occupational therapists working successfully 
on a management team. Nielson (1992) sees individual competence and an
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ability to communicate in a variety of settings as an internal source of 
power for occupational therapists. A number of respondents felt 
occupational therapists were not generally clear about their role. This has 
been evidenced by other researchers (Nordholm and Westbrook, 1986). 
Therapists needed to "believe in themselves and realise that the knowledge 
that they have is very valuable and it is important to be delivered to other 
team members". Therapists needed to "expect respect" for what they did 
and not be "apologetic". Also related, was the need to know what their 
limitations and strengths were as well as their biases. Respondents felt 
however that an attitude which was important was not being defensive about 
the occupational therapy role. Therapists need to "have their own things 
together so they can then cope with it, and not have problems with other 
people who are doing similar things to an OT". This attitude has been 
highlighted by Liddell (1981).
A broad and flexible approach was generally viewed as important. However 
one respondent commented on being "fairly unbending" and sticking within 
particular boundaries which she felt gave a clear message about what 
occupational therapists did. One respondent commented on needing to be 
able to see when what other members had to offer was more of a priority 
for a client in particular instances than what OT could offer.
"I think you have to have a good ability to prioritorise things, 
to be able to accurately assess what areas you should and 
should not be contributing to in terms of the macro and micro 
needs, tailoring yourself to suit that".
Having detailed knowledge about ones' clients and putting the patients or 
clients first was seen as important. This extended to acting as an advocate 
for the client and accepting what other team members were doing if the 
client benefited.
Knowing how the system worked and having "some political nous and
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understanding how the administrators work" was considered important by 
most of the respondents. One respondent used patient files to "sow some 
seeds" about what she considered would be desirable for a client so other 
team members had heard her ideas before a meeting. Another respondent 
felt it was important to know "who the right people are to talk to out of 
meetings". This may relate to establishing and expanding one's sphere of 
influence (Willey, 1987). Making use of less official information was seen 
as a "survival skill" by one respondent. However she acknowledged that 
doing so well came with experience but that such a skill would develop 
providing "that as a student you were aware of that aspect of the process". 
It was felt important to "understand the relationships that go on", to "know 
what angle people were coming from (so you will) be able to get allies". 
Such networking is a form of referent power (Willey, 1987). Similarly it 
was suggested that one should "pick the power players and watch them and 
see what is happening". Nielson (1992, p.854) felt all occupational 
therapists should have "the knowledge skills and attitudes to position 
themselves to gain influence, power, and control of the systems in which 
they operate".
Another political strategy was to go "through the right channels" so those 
"who believe they have a particular step on the hierarchy" will not pull the 
carpet from under you. Being able to pick the right time to say something 
was also viewed as an appropriate political strategy. Finding out about how 
to get included in bigger and broader forums of discussion and decision 
making was also suggested. One respondent suggested in relation to team 
politics that it was important "to be aware of it, but not to get too hung up 
about it". One respondent suggested that "even if you know that certain 
people may be out to get you, rise above that, always act as if they are not, 
and always act in your most professional manner".
A variety of strategies and attitudes important for fostering good 
relationships with colleagues were suggested. Being competent and
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communicating well through documentation was one strategy suggested. 
Other strategies included being prepared to take responsibility for your area 
of expertise and being prepared to act as an educator to help other teams 
members understand what you did. It was also seen as important for 
working in a team environment that one be able to both understand and 
accept the different approaches of other team members. "To have respect for 
the other members of the team - that starts with an understanding of what 
each role involves and for them (Ot's) to understand and respect that". One 
respondent felt she "would underscore the acknowledgment of difference 
without judgement". It was also considered important to "understand that 
when professionals do not agree its not such a bad thing. Its OK to 
disagree, its important to be able to talk about it". Such an understanding 
meant that one's expectations of team colleagues would be "reasonable, 
appropriate and relevant".
Having good relationships with team colleagues was seen as something that 
one needed to be committed to and to put effort into if it was to occur. It 
was seen as "something that they have to actively pursue..something that 
they have to really strive for rather than having it as an unquestioned 
acceptance". One respondent felt occupational therapists needed to be 
aware that there was a time frame for being accepted as part of a team and 
that it did not happen quickly without effort. One way suggested to 
demonstrate respect for colleagues was to ask their advice when appropriate 
and be prepared to learn from one's colleagues. One respondent used a 
nursing unit manager as a mentor. Another respondent made time to talk to 
and observe other colleagues to find out about their practice which she felt 
enhanced relationships. Establishing a social relationship in some way was 
also mentioned by a number of respondents. The use of humour was 
important for one respondent. One respondent felt creating opportunities to 
work with as many members of the team as possible was helpful. Taking on 
organisational tasks on behalf of the team as "little gifts" (if appropriate) 
was also suggested. Being prompt in completing a task requested of one
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when first coining into a team was seen as a way to return the gift of a task 
offered and to facilitate good relationships.
Comments were made generally about the need for good skills in working 
with others. Specific skills mentioned by respondents included being 
assertive, being able to accept criticism, having good stress management, 
conflict resolution, negotiation and personal presentation skills and being 
persistent. Projecting an air of confidence even if one did not feel it was 
seen as important by one respondent. A clear and concise communication 
style was considered valuable also as was being open and available for 
communication and unemotional. Respondents felt it was important that you 
be able to pitch what you had to say to your audience so there was a 
"possibility that it is going to hit the mark" and be able to deal "with a 
whole range of people". A win/win approach to conflict resolution was 
suggested by one respondent "so that you can facilitate getting what (you) 
want as well as them getting what they perceive they need".
To work well on a team it was seen as important to view oneself as part of 
the team. It was important "to feel like a mechanism of the team ... to put 
yourself in somewhere". Part of this was being "willing to share some of 
your skills. Being willing to accept that they have skills that you might like 
to learn a bit about also".
6.1.3.e Summary
Occupational therapists interviewed seemed generally to agree that it was 
important to understand the political nature of the environment in which 
they worked. Their level of political skills however varied and there seems 
to be some ambivalence about the desirability of being powerful within a 
team. Good communication skills were universally supported as important 
for working on a team, as were a commitment to being part of a team, 
having respect for team colleagues and role confidence.
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6.2 M OST AND LEAST IM PO R TA N T CONTINUING
PROFESSIONAL EDUCATION TOPICS
The topic areas considered most important by interview respondents for 
inclusion in a continuing professional education (CPE) (in rank order 
determined by the number of times mentioned by interview respondents) for 
occupational therapists working in teams are consistent with previous 
literature. The top ranked skills in descending order are: negotiation and 
conflict resolution (1), communication skills (2), assertiveness skills (3), 
knowing about the approach of other professionals (3), understanding about 
the team as a system (3), team philosophy (6), skills to maintain 
professional identity (6) understanding the political environment (6), time 
management skills (6), OT theoretical frameworks (6), QA review (6), 
decision making processes (12), being able to explain role clearly (12), 
meeting skills (12), respecting differences (15), team building (15), case 
supervision (15), OT protocols (15), health policy updates (15), 
documentation skills (15), joint research projects (15). The remaining fifteen 
topics did not feature in the most important list.
Most of the topic areas appearing in this list are those related to team 
process areas such as how the team functions as a small group, the political 
nature of the team, and the personal skills to work effectively in such a 
context. This contrasts findings by other authors who reported a preference 
for skills related directly to assessing and treating clients (Llewellyn, 1990; 
Seymour, Connelly and Gardner, 1979; Harvey, 1983). These results 
however have been biased by the nature of the question. Namely topics 
important in relation to working on a team.
The topic areas considered least important for inclusion in a CPE program 
were: community resources (1), health policy updates (2), crisis 
management (3), team philosophy (4), skills to explain your role clearly (4), 
case supervision (4), case review (4), case management (4), monitoring 
patient change (4), avoiding burnout (4), decision making processes (11),
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communication skills (11), political environment (11), team process review 
(11), respecting differences (11), time management skills (11), PR concepts 
(11), public speaking (11), clear problem lists (11), OT theoretical 
frameworks (11), OT protocols (11), assessment and evaluation (11). The 
remaining thirteen topic areas did not appear in the least important list.
It can be seen that there is some overlap between the most and least 
important lists (for example team philosophy). This may reflect an 
ambivalence felt within the profession about what is required for good 
practice in a team setting, particularly related to the 'politics' of health care 
teams. A number of the topics which appear in the least important list may 
be considered more generic client centred skills which respondents may feel 
do not need to be addressed specifically in relation to working in a team.
6.3 PREFERRED DELIVERY METHODS
The number of times each preferred delivery method was suggested for an 
item appearing in the top three topics is shown in Table 5. It should be 
noted that more than one delivery method was nominated as equally 
appropriate for a number of topic areas by respondents. No delivery 
methods were excluded from mention by respondents.
The most frequently cited methods were: 
inservice courses 
weekend workshops 
post graduate education
self study packages for group/evening courses over a number of 
weeks
individual needs assessment
The least preferred options were:
self study packages for individuals 
preparation of reading lists/lecture series
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Table 5: Preferred delivery methods for CPE topics
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Assertiveness skills - - 3* 1 - _ 1 1
Decision making processes - 1 1 1 1 _ . . _
Communication skills - 2* 2* 2* 1 _ 1 1
Negotiation/conflict skills 1 - 3 3 1 _ 4* . 1
Team philosophy 1 3* - - - - - - .
Professional identity 1 3* - - 1 - . 1 1
Political environment - - - 1 1 _ _ 1 _
Explain role clearly - 1 - - - - - . 1
Team as a system 1 2* 1 1 2* - - - _
Respect differences - - - 1 1 - - - _
Other professions 
approaches
- 2* - - - 1 1 1 -
Management skills - - - - - - 1 _ 1
Meeting presntation skills - 1 2* 1 - 1 - - 1
OT theoretical frameworks 1 - 1 - 1 - 1 1 -
Case supervision - - - - - - 1 - -
Health policy updates - - - 1 1 - - - -
Quality assurance review - 1 - - - - - 1 -
Joint research projects - 1 1 - - - - - -
* = the most frequently chosen delivery method for each topic area.
This seems to indicate a preference for occupational therapists to engage in 
CPE activities as part of a group and using presentation modes which 
facilitate group interaction. A high preference was given to CPE that could 
occur at the place of work (inservice). This is supported by Cervero, Rottet 
and Dimmock (1986) who suggest the work site as an ideal place for 
delivering CPE. For formats which required attendance away from work,
✓
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more concentrated blocks of time (weekend workshops) were slightly more 
preferred than those extending over longer periods (evening course over a 
number of weeks). This may relate to the perception that a week end course 
would cause less disruption to therapists work and family commitments. 
These issues have been found to be relevant for health professionals in 
making decisions about whether to attend CPE courses (Smorynski and 
Parochka, 1979; Campbell, 1983b; Seymour, Connelly and Gardner, 1979).
Half the topics appearing on the most important list are considered 
appropriate for inclusion in post graduate education. This is consistent with 
Allen, Graham Hiep and Tonkins (1988) call for such topics to be included 
in post graduate education.
A range of CPE formats may be appropriate for meeting occupational 
therapists needs in these areas. The development of self study packages for 
groups would enable occupational therapy departments to organise their own 
CPE in the form of inservice sessions on these topics. The same materials 
could be used by a facilitator in the provision of both week end workshops 
and courses conducted over a number of weeks. This would be possible 
with the development of a number of modules which could be presented 
either as a block or over time. The use of varied settings and delivery 
modes are supported by other authors (Strickland, 1993; Campbell, 1983)
6.4 HEALTH CARE TEAMS CONTINUUM
The positions on the health care teams continuum at which respondents 
marked their teams are shown in Figure 4.
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MULTIDISCIPLINARY INTERDISCIPLINARY TRANSDISCIPLINARY
1 2 3 4 5 6  7 89 10 11
Figure 4: Health care team continuum
Legend: Facility type and case load
1. General hospital - orthopaedics
2. General hospital - acute spinal injury
3. General hospital - HIV
4. General hospital - arthritis
5. General hospital - psychiatry
6. General Hospital - developmental disability team
General hospital - pain
General hospital - rehabilitation
7. General hospital - psychiatry
8. Rehabilitation hospital
9. Community centre - multiple teams
Community centre - physical rehabilitation
Community centre - psychiatry
10. Community centre - psychiatry
11. Psychiatric hospital - day centre
Respondents worked in a range of teams from multidisciplinary to close to 
transdisciplinary. The more medical or acute the caseload, the more likely 
the team was to be considered multidisciplinary or between 
multidisciplinary and interdisciplinary. Other areas within a general hospital 
which were less acute were closer to interdisciplinary with those in the 
areas of rehabilitation and psychiatry generally considered closer to 
transdisciplinary.
6.5 CONCLUSION
A depth of information concerning occupational therapists experiences 
within health care teams has been provided through the use of a qualitative
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investigation using semi structured interviews. This strategy has in part 
answered the first research question of this project. Namely, what factors do 
occupational therapists perceive influence their practice in a health care 
team?
Interview data have highlighted three major themes important to the 
experiences of occupational therapists within health care teams. These are 
structural aspects of the team, process aspects of the team and the personal 
and professional skills of occupational therapists.
Experiences of respondents within a team structure appear to fall on a 
continuum from very positive experiences to very negative experiences. For 
some, the team environment was rewarding, providing opportunities and 
valuable experiences. For others it seems to have been more of a battle 
ground where they fought to maintain their role and credibility on the team.
The three structural aspects of the team which are relevant for occupational 
therapists are the informal communication networks within the team, the 
structure and effectiveness of formal team meetings, and the influence of an 
occupational status or hierarchy operating within the team.
The major factors influencing occupational therapists experiences of team 
processes would seem to be the attitudes of those with whom they worked, 
particularly medical staff and the type of team in which they were working. 
This is consistent with previous literature on health care teams which 
suggests the team's function is affected by the images and expectations each 
member brings to the team both about their own role and those of their 
team colleagues (Horwitz, 1969, 1970). The team processes of particular 
relevance for occupational therapists were decision making, experiences of 
autonomy and different models of practice coming together, and their 
relationships with team colleagues.
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Those in a situation where the medical hierarchy was very dominant and 
where this was combined with an autocratic or dictatorial style/orientation 
of medical staff had the least positive experiences. Those who had the most 
positive experiences were those working in the least medicalised 
environments and where the attitudes of those on the team were ones of 
strong commitment to the team process. Therapists experiences generally 
tended to be increasingly positive as they moved along the health care team 
continuum towards transdisciplinary. The dominance of a medical hierarchy 
seemed to be least felt in the teams described as trans-disciplinary. Teams 
where medical dominance was combined with a less accepting attitude by 
medical staff of allied health contributions were described as being closer to 
multidisciplinary. The environments where therapists would seem to have 
had the most positive experiences were in the community. Those with 
moderately positive experiences tended to be those in hospital settings with 
less acute caseloads or in rehabilitation settings. Those whose experiences 
were most negative were in hospital settings with acute, highly specialised, 
medical caseloads. These therapists tended to have battle ground 
experiences.
The personal/professional skills highlighted by respondents were political 
skills and awareness, communication skills generally, and the use of and 
comfort with the concept of power.
Preliminary data were obtained to address the second and third research 
questions of this project. Namely, what knowledge skills and attitudes do 
occupational therapists perceive they need to work effectively in a health 
care team? and what type of continuing professional education program 
should be developed to enhance the knowledge skills and attitudes 
occupational therapists believe they need?
The types of skills interview respondents felt most strongly should be 
included in CPE programs for therapists working in health care teams
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related to the process aspects of the team such as communication, power 
within and politics of the team. Delivery methods preferred were those 
allowing for group interaction. Therapists showed a preference for inservice 
education followed by week end workshops.
Part Three of this report which follows, outlines the method and results of a 
quantitative investigation which further explored the three research questions 
of this project.
PART THREE
QUANTITATIVE STUDY
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CHAPTER SEVEN
QUANTITATIVE METHODOLOGY
The method for this quantitative study is described in several sections. The 
design of the questionnaire is outlined first followed by the results of the 
pilot test. The selection of the sample and the questionnaire distribution 
procedures are then described. Finally the data analysis procedures are 
outlined. This study is the second stage of this research.
7.1 QUESTIONNAIRE DEVELOPMENT
The questionnaire developed had six sections. Section 3 of the questionnaire 
collected demographic data from respondents while section 6 defined the 
type of team in which they worked. The remaining four sections (1,2,4,5) of 
the questionnaire were developed using the steps for instrument 
development and validation as described by Benson and Clark (1982). This 
procedure was used to ensure the questionnaire demonstrated good content 
validity. However, because the object of the questionnaire was not the 
development of a more formal, objective measure of some skill or construct, 
these steps were used as general guidelines only.
The steps are divided into four phases: Planning, Construction, Quantitative 
Evaluation and Validation. The first three phases were used in this instance, 
at times with some modification. Benson and Clark (1982) suggest that 
validation of a newly developed instrument is rarely completed by one 
researcher or in one study. For the purposes of the questionnaire developed 
in this instance, it was felt that adequate content validity had been achieved 
during the earlier development phases. Further, estimation of criterion- 
related and construct validity were not considered relevant at this time, as 
the aim was not to construct a formal instrument. The three phases and 
steps included in each phase are summarised below.
Planning Phase:
Step 1: Formulation of a statement of the purpose of the
intended instrument.
Step 2: Review of literature to determine possible item
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content.
137
Construction Phase:
Step 3: Determine objectives and table of specifications for
items.
Step 4: Determine response format/s.
Step 5: Content validation and qualitative evaluation.
Step 6: Revision of items and instructions.
Quantitative Evaluation Phase:
Step 7: Instrument piloted with sample; quantitative evaluation
of data; qualitative feedback from sample.
The development of the questionnaire through each of the first three phases 
is described in the sub sections which follow.
7.1.1 Planning Phase
Steps one and two in the planning phase involve "the formulation of a 
statement of the purpose of the intended instrument" (p.791) and a review 
of literature to "identify the types of items likely to assess the construct as 
accurately and meaningfully as possible" (p.791). The result of phase two is 
a series of open ended questions to be given to representatives of the target 
group (occupational therapists working in health care teams), to provide 
additional areas/information relevant to the area under investigation.
In this instance the questionnaire had a number of purposes. Firstly, it was 
intended to determine the opinions of occupational therapists about the 
importance of and feelings about a range of factors which are related to 
working in a health care team, to address the first research question of the 
project. Secondly, it was intended to determine the current and ideal 
knowledge/skill level of occupational therapists in a range of areas related 
to team work (second research question). In this context the learning needs 
of therapists were defined as the difference between current and ideal level 
of knowledge/skill. Thirdly, it was to determine the attitudes or feelings of 
occupational therapists towards a number of concepts related to working in
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teams (first research question). Lastly, it was to determine the type of health 
care team in which therapists were working (first research question).
The review of literature revealed a range of factors related to working in a 
health care team. These included role clarity and role confidence (Nordholm 
and Westbrook, 1986), acceptance of the models of other colleagues (Qualls 
and Czirr, 1988), the perceptions’ of team colleagues about each other 
(Ducanis and Golin, 1979), communication skills, decision making processes 
in teams and the ability to influence decisions (Payne, 1982), the power 
dynamics operating in teams, gender relations in teams (Game and Pringle, 
1983) and status/ hierarchy issues (Willis, 1986).
To establish the factors related to working in teams that the target group 
perceived as important, a series of semi-structured interviews was 
conducted. The conduct and results of these interviews has been described 
in section 4.2. Additional areas related to working in teams which were 
identified  during the interview s included the formal and informal 
communication networks of the team, the issue of autonomy, the personal 
power of therapists within the team, and the political awareness of 
therapists. In addition greater detail was provided about the specific factors 
within each of these and the areas identified in the literature that were 
relevant to participants.
7.1.2 Construction Phase
The next steps, in the construction phase involved determining objectives 
and a table of specifications for items. This involves both content and 
process dimensions. The content areas in this instance were the factors 
which have been identified as important for working in teams. It is 
suggested that the process dimension reflect one of the taxonomies available 
for the psychomotor, cognitive and affective domains. Taxonomies per se 
have not been used in this instance. However some items reflect the extent 
to which therapists agree with a general principle and some the extent to
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which they agree with an item or principle for themselves.
The table below represents the factors selected for inclusion in the 
questionnaire. They are shown as shortened versions of questionnaire items 
which were expressed using the language of interview respondents. The 
numbers appearing in the general and self columns correspond to the 
question numbers on the pilot questionnaire (Appendix Six).
Table 6: Factors selected for inclusion in the questionnaire
Factor General * Self *
Use of communication 
networks
36 11
Communication/teamwork 
skills
29 2,6,9,21,40
Models of practice 1,17,35,39 32
Autonomy/OT role 41 4,7,12,19,27,31
Decision making 14,16,23,28 13,43
Hierarchy/status issues 26,33,37 24,45
Gender issues 18,46 30
Political awareness 42 8
Relationships with 
colleagues
3,5,20 10,25,34
Personal power 15,22,38,44
The specific areas addressed for each factor were as follows: 
Use of Communication networks
Importance of use of formal channels (36)
Importance of informal channels (11) 
Communication/team work skills
Importance of seeing self as part of team(2,40) 
Importance of team meeting skills (6)
Importance of clear and concise communication (9)
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Importance of being able to express views (21)
Importance of conflict resolution skills (29)
Models of practice
Importance of understanding others’ models (1)
Importance of accepting different orientations (17)
Not particularly learning from colleagues as an outcome of models 
coming together (32)
Conflict as a result of different viewpoints coming together (35) 
Satisfaction from different viewpoints coming together (39) 
Autonomy/OT role
Importance of role confidence (4)
Importance of protecting own territory (7)
Importance of role clarity to maintaining autonomy (12)
Importance of role confidence to maintaining autonomy (19) 
Importance of maintaining role boundaries(27)/flexibility (41) 
Importance of articulating role (31)
Decision making
View of ability of individual efforts to impact on decision making 
(13,43)
Leader made (14 ) vs consensus d ec is io n s leading to best 
decisions(28)
Clarity of team's decision making processes (16)
Effectiveness of decision follow up procedures (23)
Hierarchy/status issues
Effect of occupational hierarchy on respondent (24)
View of competition between team members as a problem(26)
Rivalry between members as destructive (33)
Importance of strong leadership (37)
Effect of status issues for respondent (45)
Gender issues
Need for women to earn respect by being extremely good 
(18)
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Concerns about male/female colleague relationships (30)
Sexual innuendo as a problem in teams (46)
Political awareness
Importance of being politically aware (8,42)
Relationships with colleagues
Effect of personality factors on team function (3,25)
Humour as a tool for good relationships (5)
Effect on respondents of others' views (10,34)
Negative effects of conflict (20)
Personal power
Extent of personal power (15,38)
Knowledge of clients as source of power (22)
Knowledge of key team players as source of power (14)
These factors were used in the construction of sections one and four of the 
questionnaire and reflect objective one of the instrument.
Factors for inclusion related to objective two of the instrument, the ideal 
and current knowledge/skill level of therapists, were determined from the 
results of the semi structured interviews. Prior to the interviews respondents 
listed topics they felt would be important for inclusion in a continuing 
professional education course for occupational therapists working in teams. 
These were then loosely grouped into topic areas and used during the 
interviews. Respondents listed the three topics they felt were most and least 
important to include in a course. The topic areas selected for inclusion in 
the pilot questionnaire, which constitute the factors for this section were 
those which met the following criteria.
*rated in the positive scale but did not appear in the negative scale 
*rated in both the positive and negative scales but where there were 
at least an equal number of positive and negative ratings
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The topic areas included were negotiation and conflict resolution skills, 
assertion skills, decision making skills, communication skills, knowledge of 
the impact of changing political environments on future role, quality 
assurance skills, skills to maintain a professional identity in a team 
environment, skills to explain role clearly to justify a position in the team, 
presentation skills for meetings and communicating with colleagues, 
knowledge of how the team functions as a system, knowledge of teamwork 
theory, knowledge of occupational therapy theoretical frameworks to 
increase confidence, management skills, awareness o f the treatment 
approaches of other professionals, team building skills, documentation skills, 
skills for developing occupational therapy protocols. These were included in 
section two of the questionnaire.
Step four involves selecting a format which best suits the type of items to 
be included. In this instance a five point Lickert type scale was chosen to 
give respondents the opportunity to express a range of levels of agreement 
with statements in section one of the questionnaire. The scale was kept to 
five points to prevent cell sizes from becoming too small which may have 
occurred if responses had been spread across a larger scale. The scale is 
interval, with the distance between values being equal. That is, the distance 
between 1 and 2 and between 2 and 3 etc. are considered the same (Royeen, 
1989, p.7). No specific descriptors were attached to each numerical point on 
the scale. The high end of the scale was described as reflecting a high level 
of agreement with the statement and the low end reflecting no agreement.
A second response format was selected to measure respondents feelings 
about a number of key concepts related to working in teams. These key 
concepts were selected following the review of literature and the interviews. 
They were:
my power 
conflict
working in teams
hierarchies
working with other disciplines
The response format chosen was the semantic differential (Osgood, Suci and 
Tannenbaum, 1957). The semantic differential format is used to measure the 
feelings of the target group about certain concepts. This is achieved by 
having respondents judge each concept against a bipolar scale. Osgood et al 
(1957) have determined the positive direction of each scale. Scales are 
selected to reflect various dimensions of meaning. The primary dimensions 
which account for most attitude variance are evaluation(E), potency(P) and 
activity (A). A score can then be calculated for every concept by assigning a 
numerical value to respondents' ratings on each scale for the particular 
concept. The higher the score the more positive the respondent feels towards 
the concept being judged.
The bipolar scales selected were good/bad(E), desirable/ undesirable(E), 
active/passive(A ), strong/weak(P), warm/cold(E), deep/shallow(P), 
heavy/light(P), stimulating/dull(A), and dynamic/static(A).
These were selected to reflect all three dimensions of evaluation, potency 
and activity. These particular scales were selected due to the researcher's 
belief that these could be related to the concepts being assessed. For an 
example of this format see Appendix 6, the trial questionnaire.
The primary response format selected for the ideal/current level of 
knowledge and skills was a five point numerical scale (section two). A 
rating of 1 represented low levels of current skill/knowledge or a low level 
of skill/knowledge required by occupational therapists while a 5 represented 
high levels held or required. A five point scale was selected to prevent cell 
sizes from becoming too small while still enabling respondents to indicate a 
range of current and ideal levels of knowledge and skill. A second response 
format required therapists to rate themselves from novice (1) to expert (5) in
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the key areas of teamwork skills, political skills, role clarity, role confidence 
and colleague relationships. Respondents were also given the opportunity to 
comment on any specific areas of skill or knowledge in relation to working 
in a team which they would like to improve (section five).
The third and sixth sections of the questionnaire were designed to collect 
demographic data about the individual respondents and the teams in which 
they worked. Demographic data in section three included age, sex, 
occupational therapy qualifications held, highest level of qualification held, 
whether currently employed in a designated occupational therapy position 
and the level of the position, years experience as an occupational therapist 
and at the current level and a description of the type of facility and client 
group the respondent worked with.
Section six used a continuum of types of health care teams from multi 
disciplinary to transdisciplinary to determine the type of team respondents 
worked in. Fixed marker points were used both at and in the middle of team 
descriptors. The decision to use fixed marker points followed the semi 
structured interviews where respondents’ rating of their teams on the 
continuum tended to cluster around the markers at the descriptors and more 
centrally between them. The use of fixed points would allow teams to be 
classified more clearly when analysing data.
The fifth step involves both the content validation and qualitative evaluation 
of the items. During content validation a panel from the field is asked to 
review each item and determine where it fits on the table of specifications 
which contains the content/process grid. The aim is to achieve agreement 
from raters about what type of objective the item reflects. Because a 
standard table o f specifications was not used in this instance, content 
validation of this type was not conducted.
Qualitative evaluation of the questionnaire however was completed. This
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involves a panel from the field who represent the target group completing 
the instrument (questionnaire) to "determine the time it takes for completion 
(to include in the final cover letter), and then judge the clarity of the items 
and directions, and make any other recommendations relevant to the overall 
quality of the instrument" (Benson and Clark, 1982, pp.793,796). The group 
selected for the qualitative evaluation were the original interviewees. They 
were selected because of the familiarity they already had with the area 
under investigation and the fact that they represented a readily available 
sample of the target population. In addition to this group, three colleagues 
of the researcher experienced in the use of questionnaires and the thesis 
advisers reviewed the items and the overall format of the questionnaire.
Thirteen of the original fourteen interviewees were mailed the questionnaire 
and asked to complete it. One interviewee was known by the researcher to 
have left the country. Nine respondents who returned com pleted  
questionnaires were phoned by the researcher to get feedback on the time it 
took to complete, the clarity of items and instructions. A summary of 
respondents' feedback is in Appendix Seven.
This led to step six where items and instructions were revised or deleted 
according to feedback. In section one items 3,10,12,14,17,22,25,28,39,45 
were revised to improve their clarity; item 5 was deleted and item 47 
renumbered to be item 5. In section two items 8,9,12, and 14 were revised 
to improve their clarity. In section four two scales were deleted because 
feedback indicated that there was not a clear positive end to the bipolar 
scales. These were deep/shallow and heavy/light.
Instructions for sections two, four, five and six were revised. Section three 
was not changed at all. The fixed marker points on the extreme ends of the 
health care teams continuum (section six) were deleted as no respondents 
used them.
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7.1.3 Quantitative Evaluation
Here in step 7, the items are formed into an instrument and administered to 
a large sample of the target group under the ideal conditions for the 
instrument. Generally in test construction approximately double the number 
of items required for the final test/ instrument are piloted. The results are 
statistically analysed (step 8) and the first reliability estimates are made. 
Individual items are analysed and the instrument revised (step 9) with only 
those items which relate strongly to the overall construct retained for the 
final version of the instrument. This phase also involves a qualitative 
analysis (part of step 7) where those completing the pilot are asked to 
provide feedback. This phase may involve a number of pilot tests.
The questionnaire in this situation was pilot tested by mailing it to 48 
occupational therapists selected from the membership data base of the New 
South Wales Association of Occupational Therapists. This data base was 
used as it constitutes the most accurate record of therapists in NSW and the 
type of facility they work in. It does not however include all therapists 
employed in NSW. A stratified random sample was selected using the data 
kept by the association about the type of facilities in which therapists work. 
Those categories where therapists could be expected to be working in health 
care teams were selected. The number of respondents selected from each 
category are shown below and reflect the relative numbers of the total data 
base employed in each type of setting.
Public hospitals 14
Private hospitals 6
Community centres 13
Schools 6
Other centres 9
In order to provide the opportunity for qualitative feedback, a note appeared 
in both the cover letter (Appendix 6) and at the end of the questionnaire
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inviting respondents to include their name and contact phone number if they 
were prepared to provide additional feedback about the questionnaire.
Thirty nine completed questionnaires (81.25%) were returned with seventeen 
of those responding giving their name and phone number for further contact.
Preliminary statistical analysis was performed to determine the usefulness of 
the information collected. However it was not appropriate to establish the 
reliability of the instrument using Coefficient Alpha as the items included 
were not developed to measure a single construct. Rather they were 
developed to determine occupational therapists' views of the importance of 
factors related to working well in a team environment; their feelings about a 
range of concepts related to team work; and the learning needs of therapists 
in knowledge and skill areas related to working as part of a team.
The results of the pilot test described above are shown in the section to 
follow.
7.2 PILOT TEST RESULTS
The responses to the questionnaire were analysed using the computer 
statistical package SPSSX. This package was selected because of the 
advanced statistics available and the fact that it is able to manage a large 
number of items for each record. The qualitative feedback provided by 
respondents is also reported.
7.2.1 Demographic Data
The demographic data for the sample are shown in Table 7.
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TABLE 7: Pilot sample demographic data
Pilot Sample demographic data
AGE RANGE 22-59 YEARS
MEAN 35.95
MEDIAN 36
MODE 24
ST DEVIATION 9.339
SEX MALE 1
FEMALE 38
OT QUALIFICATIONS DIPLOMA 43.6% (17)
BACHELOR'S DEGREE 51.3% (20)
GRADUATE DIPLOMA 7.7% (3)
HIGHEST QUAL. HELD DIPLOMA 38.5% (15)
BACHELOR'S DEGREE 53.8% (21)
GRADUATE DIPLOMA 7.7% (3)
CURRENT POSITION DESIGNATED OT 87.2% (34)
NOT OT 12.8% (5)
LEVEL CURR. POS. GRADE 1 41% (16)
GRADE 2 25.6% (10)
GRADE 3 12.8% (5)
GRADE 4 2.6% (1)
GRADE 5 5.1% (2)
MISSING 12.8% (5)
YEARS OT EXP. RANGE 1-36 '
MEAN 12.52
MEDIAN 10
MODE 10
TYPE OF FACILITY PRIVATE HOSPITAL 10.3% (4)
COMMUNITY CENTRE 38.5% (15)
GENERAL HOSPITAL 17.9% (7)
SCHOOL 10.3% (4)
MANAGEMENT ROLE 5.1% (2)
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Pilot Sample demographic data
REHABILITATION UNIT 10.3% (4)
OTHER 7.7% (3)
TYPE OF CLIENTS GENERAL MEDICAL 5.1% (2)
PAEDIATRICS 33.3% (13)
PHYS.DIS/AGED 30.8% (12)
DEVELOPMENTAL DIS. 10.3% (4)
PSYCHIATRIC DIS. 5.1% (2)
OCCUPATIONAL REHAB. 2.6% (1)
MANAGEMENT 12.8% (5)
TYPE OF TEAM MULTIDISCIPLINARY 2.6% (1)
15.4% (6)
INTERDISCIPLINARY 59% (23)
17.9% (7)
TRANSDISCIPLINARY 5.1% (2)
A further breakdown of the variables age and years of experience are shown 
overleaf.
The pilot demographic data reflect the predominance of women in the 
occupational therapy profession (Taylor, 1983). The age range of the pilot 
sample reflects a distribution from new graduates through to those with 
many more years experience in the profession, as does the years of 
experience data. This data is somewhat different to previously reported 
profiles of the profession where occupational therapy is described as a 
young and inexperienced profession (Taylor, 1983; Bagnet, 1985). This 
sample is more evenly spread across the age range rather than being 
concentrated in the younger age groups.
More of the pilot sample hold a diploma qualification in occupational 
therapy than might be expected. The last graduates to obtain a diploma 
graduated in 1978, having finished their course in 1977. The high number
150
of the pilot sample in designated occupational therapy jobs would be 
expected, given the sampling method employed.
Table 8: Pilot demographic data: Age breakdown
AGE COUNT PERCENT
21-26 6 15.4
26-30 5 12.8
31-35 8 20.5
36-40* 9 23.1
41-45 6 15.4
46-50 4 7.7
51-55 0 0
56+ 2 5.1
* Modal Group
Table 9: Pilot demographic data:Years of experience breakdown
YEARS EXP. COUNT PERCENT
1-5 10 25.6
6-10* 14 35.9
11-15 6 15.4
16-20 4 10.3
21-25 1 2.6
26-30 2 5.2
30+ 1 2.6
* Modal Group
Similarly, given the grading system of the public health sector it would be 
expected that larger numbers of the pilot sample would be more junior
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therapists.
The percentage of therapists working in the community within the pilot 
sample may be greater than would be expected in the occupational therapy 
profession as a whole. However, estimating exactly what would be expected 
is difficult. Similarly the number of the pilot sample working in paediatrics 
would seem to be larger than what would be expected. The balance of team 
types, with the largest number being interdisciplinary could be expected 
with the two more extreme types of teams being less represented.
7.2.2 Pilot Semantic Differential Data
The results from the semantic differential scales (Table 10, overleaf) are 
what might be expected. Occupational therapists have been shown to value 
the respect they receive from their team colleagues (Nordholm and 
Westbrook, 1986) and to need to further develop their assertion and 
negotiation skills (Allen, Graham, Hiep and Tonkin, 1988; Brollier, 1985; 
Stewart, 1992). The lower rating of the conflict concept is consistent with 
this view. Similarly, the fact that therapists have been shown to value the 
views of their colleagues and to depend somewhat on their acceptance 
(Peacock, 1984) is reflected in the higher scores for working in teams and 
with other disciplines. The lower rating of the hierarchies concept is also 
consistent with therapists need for approval and acceptance by their 
colleagues. It may also reflect a difficulty experienced by occupational 
therapists in dealing with hierarchies if they create conflict situations. The 
pilot sample are somewhat comfortable with the concept of their own 
power. That it is not rated as highly as some of the other concepts may 
reflect differing views of some therapists about what personal power 
represents to them. The differing views of power have been highlighted in 
the literature (Willey, 1987; Del Bueno, 1987).
7.2.3 Pilot Skill/Knowledge Areas Ratings
All skill/knowledge areas showed a significant learning need, evidenced by
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the significant t-value for ideal versus current level of knowledge/skill. The 
means for the major skill areas (Table ll,p .l54) are both consistent and 
inconsistent with previous research and discussion in the literature. 
Occupational therapists have been urged to become more politically aware 
and active (Maxwell and Maxwell, 1978; Madill, 1987; O'Shea, 1979, cited 
in Gill, 1982, p.51; Nielson, 1992) and the sample have rated themselves as
Table 10: Pilot semantic differential concept scores
RANGE MEAN MEDIAN SD
My power: 24-49 36.69 37 5.85
Conflict: 13-48 29.95 30 6.60
Working in 
Teams:
37-49 43.87 45 4.10
Hierarchies: 13-42 27.05 27 6.43
Working with 
other Disc:
31-49 44.21 45 4.36
NB: Possible range for each variable=7-49.
least expert in this area. It is heartening to see relatively high ratings for 
both role confidence and clarity which contradicts research findings in this 
area from both Australia and Canada (Nordholm and Westbrook, 1986; 
Madill, Brintnell, Stewin, Fitzsimmons and MacNab, 1985). This may 
reflect a change in the perception of the profession which has occurred 
since these studies were completed. These ratings are somewhat higher than 
those given to the learning need area of know ledge o f OT theory 
frameworks to increase confidence (Table 12, overleaf showing the results 
of the paired t-test to determine if a difference exists between the current 
and ideal level of knowledge/skill for each item and which shows item 11 
falls towards the middle of the list in terms of size of learning need). They
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are consistent with ratings of the skill area of being able to explain their 
role clearly to justify a position on the team which shows less of a learning 
need. Rating of the major skill area teamwork skills is consistent with the 
ratings for similar items in the list of learning needs (Items 11 & 15). The 
pilot sample rated their expertise in the area of teamwork skills second 
lowest. This is in contrast to their feelings or views of working in teams 
which was considerably higher on the semantic differential scale with a 
mean of 43.18 from a possible total of 49. This may indicate that therapists 
are supportive of the concept of team work but less confident of their 
expertise in the area. The high ratings for the major skills area of colleague 
relationships is consistent with the high semantic differential scores for 
working with other disciplines.
Table 11: Pilot major skill area scores
RANGE MEAN MEDIAN SD
Teamwork
Skills
1-5 3.62 4 .85
Political
Skills
2-5 3.03 3 .84
Role Clarity 2-5 3.90 4 .75
Role
Confiden.
2-5 3.92 4 .77
Colleague
Relation.
2-5 4.05 4 .69
Table 12: Pilot learning needs: Paired t-test o f cu rren t versus 
id e a l know ledge/ski11 le v e ls .
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Ski11/Knowledge Area t
Value D.F.
S.D Prob.
1. Negotiation and 
conflict resolution 
skills
-14.20 37 .58 .000*
2. Assertion skills -8.44 37 .87 .000
3. Decision making 
skills
-6.97 37 .68 .000*
4. Communication 
skills -11.19
37 .64 .000
5. An understanding of 
the impact of changing 
political environments 
on your future role
-8.63 37 .88 .000*
6. Quality assurance 
skills
-8.92 37 1.14 .000*
7. How to maintain a 
professional identity 
in a team environment
-5.00 36 .79 .000
8. Skills to explain 
your role clearly to 
justify your position 
in the team
-7.23 37 .72 .000
9. Presentation skills 
for meetings and 
communicating with 
colleagues
-7.69 36 .98 .000
10. Awareness of how 
the team functions as 
a system
-2.74 37 .95 .009
11. Knowledge of 
teamwork theory
-6.44 37 .88 .000
12. Knowledge of OT 
theory frameworks to 
increase confidence
-8.07 36 .92 .000
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Ski11/Knowledge Area t
Value D.F.
S.D Prob.
13. Management skills -5.76 37 1.32 .000
14. Awareness of the 
treatment approaches 
of other professions
-6.08 36 .81 .000
15. Team building 
skills -8.45 36 .89 .000
16. Documentation 
skills -6.54 36 .88 .000
17. Skills for 
developing OT 
protocols
-9.06 34 .91 .000*
The list below shows the order of the knowledge/skill areas according to the 
size of the learning need identified starting with the item showing the 
highest learning need. The numbers in brackets after each item represent the 
item's number from the questionnaire.
Questionnaire No and name 
Negotiation and conflict resolution skills (1)
Communication skills (4)
Skills for developing OT protocols (17)
Quality assurance skills (6)
An understanding of the impact of changing political 
environments on your future role (5)
Team building skills (15)
Assertion skills (2)
Knowledge of OT theoretical frameworks to increase 
confidence (12)
Presentation skills for meetings and communicating with 
colleagues (9)
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Skills to explain your role clearly to justify your position in 
the team (8)
Decision making skills (3)
Documentation skills (16)
Knowledge of teamwork theory (11)
Awareness of the treatment approaches of other professions 
(14)
Management skills (13)
How to maintain a professional identity in a team environment
(7)
Awareness of how the team functions as a system (10)
The high placing for both quality assurance skills and skills for developing 
OT protocols may reflect the focus on documenting outcom es in 
occupational therapy and the introduction of costing systems such as DRG's 
(diagnostic related groups) which was prevalent at the time of the pilot 
study.
7.2.4 Pilot Cluster Analysis
In the final analyses using all the data it was intended that factor analysis 
would be used. However, because of the large number of items in the 
questionnaire and the small pilot numbers, factor analysis was not suitable 
for the pilot data.
In order to determine trends in the pilot data a cluster analysis was 
performed using items 1-46 from section two of the questionnaire as the 
variables. Clustering was performed by case and by variable using Ward's 
method of clustering with squared Euclidean distances as the distance 
measure. Ward's method (Norusis/Spss, 1988) involves the calculation of the 
"means for all variables. Then for each case the squared Euclidean distance
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to the cluster means is calculated. These distances are summed for all of the 
cases. At each step the two clusters that merge are those that result in the 
smallest increase in the overall sum of the squared within-cluster distances" 
(Norusis/Spss, 1988, p.181). This method was selected as it has been 
shown to be one of the superior cluster methods (Lorr, 1983). An 
agglomeration schedule was printed for each of the two clusters. The co­
efficients from the tables were used to make decisions about the number of 
clusters in which to divide both the cases and the variables. The cut off 
points are those where there is a greater increase in the co-efficient 
indicating that a further combination ought not to be made because the 
distance between the clusters which would be created would be too large. 
This is based on Mojena's rule one, a stopping rule for determining the 
optimum number of clusters (Lorr, 1983). The agglomeration tables are 
shown in Appendix Eight.
Variables and cases were then allocated to clusters.
An analysis of variance was calculated for the semantic differential scores 
by case cluster membership. The only significant relationships in the six 
cluster solution generated by Ward's method were between scores for My 
power and cluster membership (F=4.2593; P=0.0073). This may reflect 
differing views of the concept of personal power held by occupational 
therapists. The remaining analysis of variance results are shown in 
Appendix Eight.
Analysis of the pilot data was confined to discerning these cluster trends 
due to the small sample size making further chi-square calculations using 
nominal level data unreliable.
158
The groupings of variables into six clusters generated by Ward's method are 
listed below.
Cluster One
1. It is unimportant whether one understands the models from which other 
professionals on a team work.
8. As long as I do my job with clients well, it does not matter what other 
things are happening around me.
10. Other team members' views of my contributions are unimportant for 
how I work on a team.
14. Generally, the best decisions the team makes are those made by 
someone in a designated leadership position.
15. I'm not really a very powerful member of my team.
18. Women have to be extremely good on a team to get respect.
21. I generally have difficulty expressing my views in a team meeting.
25. Personal characteristics have little effect on how a team functions.
32. I don't really learn much from working with colleagues from different 
disciplines in a team.
40. It is best to keep my distance from the team rather than getting closely 
involved.
43. I cannot do much to change the impact I am able to have on decision
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making in the team.
46. To work effectively on a team one has to overlook sexual innuendos. 
Cluster Two
2. Seeing myself as part of the team is important for me to work well in the 
team.
4. Being confident in my role as an OT is important for me to be able to 
work well in a team.
9. Being clear and concise in my communication- with others is important 
for the way I work on a team.
17. An essential aspect of good teamwork is the acceptance by each 
member of the differences in orientation of fellow members.
28. We make the best decisions as a team when there is a chance for 
discussion and working towards consensus.
29. Having good conflict resolution skills helps one to work effectively in a 
team.
Cluster Three
3. Personality factors are important things which affect how a team 
functions.
5. Humour is an effective tool for developing good working relationships 
with colleagues.
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6. Good team meeting skills are most important for me to work well on a 
team.
11. The informal network I have is most important for me in being able to 
function well on a team.
12. The best way for me to achieve autonomy on a team is to know clearly 
what my role is.
13. Having an impact on the decision making of the team is really up to me 
as an individual.
16. The decision making processes in my team mean that I am always clear 
about what decisions have been made and why.
19. I'm most likely to have my autonomy questioned in the team when I am 
feeling less than confident.
30. Working relationships between male and female colleagues on my team 
causes me little concern.
31. It is important to be able to clearly articulate my role in order to work 
effectively within a team.
33. Rivalry between team colleagues is the most destructive thing that can 
happen to a team.
39. The most satisfying thing about working in a team is that it brings 
together a range of different clinical viewpoints.
41. Role flexibility is most important for working well with team 
colleagues.
Cluster Four
7. It is most important for me to protect my own territory in a team.
22. My greatest source of power in the team is what I know about clients 
referred to the team.
23. Poor procedures for following up on decisions made at a meeting are 
particularly frustrating in my team.
24. The occupational hierarchy operating in teams has the greatest effect on 
how well I can work within them.
27. Knowing my own approach and sticking within these boundaries is the 
best way to get on in a team.
36. Using the formal channels of communication is the best way to get on 
in a team.
Cluster Five
20. The most disturbing aspect of team work is conflict.
34. The most influential factor in how well I can work on a team is how my 
contributions are valued by team colleagues.
35. Conflict is usually created due to the differing viewpoints held by team 
members.
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37. Strong leadership is the most critical factor in good teamwork.
38. I usually feel fairly powerful in my team.
42. It is really important to understand the politics of a team environment.
44. Knowing how the key players in the team operate enhances my power 
in the team.
Cluster Six
26. A problem my team rarely experiences is competition between members 
of the team.
45. Status issues between professionals on teams are not much of an issue 
for me.
Review of the items contained in each cluster led to the following 
descriptors:
Powerless Solo Player 
Confident Team Player 
No real theme;mixture of skills 
Formal Proceduralist 
Power Player 
Co-operative Player
Cluster One: 
Cluster Two: 
Cluster Three: 
Cluster Four: 
Cluster Five: 
Cluster Six:
The pilot cluster analysis yielded developing trends. No individual item was 
isolated as extreme via analysis and the clusters were meaningful. It was 
decided therefore not to eliminate any items from the final questionnaire.
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7.2.5 Pilot Test Qualitative Feedback
To elicit qualitative feedback about the questionnaire, nine respondents who 
indicated they were prepared to be contacted further about the questionnaire 
were phoned. The researcher sought feedback about each section and 
respondents' general impressions. Major feedback items are discussed below. 
Respondents' more detailed comments can be found in Appendix Nine.
Several respondents indicated that they would have preferred section six, the 
health care teams continuum to have been at the beginning. They had found 
themselves concerned while completing the questionnaire that there was no 
opportunity to indicate the type of team to which they were referring. They 
felt having section six at the beginning would alleviate this. Some 
respondents also indicated that they had to decide which team they were 
referring to when answering, if they worked in more than one.
There were no major difficulties reported in relation to sections one, two, 
three, four or five. Respondents indicated that at times they had been caused 
to think carefully about their own teams or their own skills but that this had 
been challenging. Most reported that they had found the questionnaire 
interesting and stimulating and had enjoyed completing it. The estimated 
time for completion had been fairly accurate.
On reviewing completed questionnaires it was noted by the researcher that 
one respondent had marked their team on the continuum in more than one 
place. In answering the final question in section three it was also noted that 
some respondents indicated the type of facility in which they worked or the 
type of client group, not both.
The following changes were made to the final questionnaire in response to 
this feedback.
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*the health care teams continuum was moved to become section one 
and respondents were asked to mark one asterisk only and to consider the 
primary team they worked in.
Respondents were also asked to answer section two (previously section 
one) considering the primary team they worked in.
* written prompts were included in the demographic section to ensure 
both facility type and major client group serviced were recorded.
7.3 SAMPLE SELECTION FOR MAIN STUDY
The sample was restricted to therapists employed in New South Wales in 
order to eliminate any differences which may occur between states in the 
organisation of the health care work force. The occupational therapy 
population in New South Wales may be estimated to be approximately 1300 
(assuming the New South Wales Association of Occupational Therapists has 
at least 50% (650) of therapists in the state as members). A sample size of 
approximately 195 or 15% of the estimated population was selected. As the 
pilot and final versions of the questionnaire were essentially the same, the 
pilot sample was included in the final sample. While the pilot sample's 
demographic characteristics were a little different from what might have 
been expected from previous research, they made up only a small 
percentage of the final sample size so it was not felt they would bias results 
significantly. One hundred and fifty six returned questionnaires were 
therefore required from the final mail out to obtain a sample of 195. The 
response rate from the pilot questionnaire had been 81.25%. Estimating a 
more conservative response rate of 70% for the final mail out, 225 
respondents were mailed questionnaires.
Respondents were selected using the same procedures as for the pilot 
sample (See 5.1.3). The sample break down into the type of facility in 
which therapists were employed, according to the data base was as follows:
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Public hospitals 159
Private hospitals 0
Community centres 29
Schools 10
Other centres 27
7.4 DISTRIBUTION PROCEDURES
Questionnaires were personally addressed and mailed with a cover letter 
(Appendix Ten) to the home address of each therapist sampled. A return 
date, two weeks after anticipated receipt was selected. A follow up letter 
thanking those who had returned questionnaires and prompting those who 
had not was sent to all respondents in the week following the return date. 
This resulted in 155 useable questionnaires being returned making the final 
sample size 194. This return rate was only one less than that targeted 
(70%).
7.5 ANALYSIS PROCEDURES
The Statistical Package for the Social Sciences (SPSS, version 4) was used 
(on a VAX computer) to conduct the data analysis. Five main types of 
analysis were conducted following the calculation of descriptive statistics 
for all variables.
A number of statistical analysis procedures were undertaken to explore the 
first research question, What factors do occupational therapists perceive 
influence their practice in a health care team? To isolate patterns or themes 
in the data items in section two of the questionnaire were subject to a factor 
analysis. Five factors were identified. A number of canonical correlations 
were conducted using the five factor scores, the semantic differential scores 
and the scores for the major skill areas to explore the relationships between 
sets of variables. To investigate the relationship between single dependent
166
variables and multiple independent variables, regression analyses were 
performed. One way analyses of variance and chi square statistics were 
calculated to investigate any relationships between the demographic data 
and the semantic differential scores and between the type of team and the 
type of facility and primary client group.
The second question, what knowledge skills and attitudes do occupational 
therapists perceive they need to work effectively in a health care team, was 
explored using t-tests. Learning needs were determined by comparing 
occupational therapists' current and ideal level of skill and knowledge for 
the items in section three. In addition, respondents scores on the five major 
skill areas were analysed.
To develop a continuing professional education approach which could 
enhance the knowledge, skills and attitudes occupational therapists believe 
they need to work effectively  in a health care team, data from the 
qualitative study was used to determine presentation format and the results 
of the statistical analyses described above were used to determine content.
The way each of these analyses were conducted, including decision rules 
used and how assumptions of each type of analysis were addressed, are 
described in the sub sections which follow.
7.5.1 Factor Analysis
A factor analysis using principal component extraction and equamax 
rotation was conducted. The components model of factor extraction is 
considered appropriate when interest is "in maximising the ability to explain 
the variance of observed variables" (Ford, MacCallum and Tait, 1986, 
p.294). The common factor model was not appropriate because measured 
variables were not "assumed to be a linear function of a set of unmeasured
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or latent variables" (Ford, MacCallum and Tait, 1986, p.294). In fact the 
measurement instrument constructed deliberately sought to investigate a 
number of underlying factors which may affect occupational therapists' 
ability to work in health care teams.
Five factors were retained prior to rotation using a combination of two 
decision rules, the scree test and a priori expectations following the pilot 
cluster analysis. This is consistent with recommendations that more than one 
decision rule be applied (Ford, MacCallum and Tait, 1986). Six clusters 
were obtained during the pilot data analysis. Five of these clusters 
represented themes while a sixth was a collection of individual and 
seemingly unrelated items. A factor solution based on equamax rotation 
(quartimax and varimax were also tried) was selected as it led to the 
simplest and most interpretable solution, the aims of a good factor solution 
(Norusis/SPSS Inc., 1988). In addition an orthogonal rotation is more 
amenable than an oblique rotation to further analysis which was desirable in 
this instance (Ford, MacCallum and Tait, 1986).
In interpreting a factor solution it has been suggested that in addition to 
including variables with a loading of .4 or above in the solution, that 
consideration be given to the sign of the variables and those variables not 
included (Ford, MacCallum and Tait, 1986). Variables with negative 
loadings of .4 and above were included in the factors extracted.
In order to "reduce the danger of seeing what they expect to find" in factors 
it has been recommended that researchers use an independent panel and use 
the panel's consensus judgement to label the factors (Ford, MacCallum and 
Tait, 1986, p.296). This procedure was used to label the factors.
The stability of factor loadings are a direct function of sample size. It is
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recommended that an observation to variable ratio of at least 5:1 be 
maintained (Ford et al., 1986, p.297). The ratio for this analysis was 193:34 
or 5.7:1.
Factor scores were extracted using Bartlett's method. Bartlett's criterion was 
selected to allow different weighting to be given to variables with different 
levels of random error (Kim and Mueller, 1978). This results in variables 
with greater random error receiving lower weighting in the computation of 
the factor scores. That is, those with lower communalities are given less 
weight. In addition this method is superior to the least squares method and 
allows correct estimation of the correlation between factors and outside 
variables which the regression method does not (Kim and Mueller, 1978).
The reliability of the factor scales was estimated by calculating Cronbach's 
Alpha Coefficient of Internal Consistency. This split half estimate of 
reliability was most appropriate for the factor scales. Test-retest and 
equivalent forms of reliability were not suitable in this instance as 
observations were made at a single point in time and no equivalent form of 
the instrument developed exists. The adequacy of the reliability estimates 
was judged by extrapolating from a table developed by Kim and Mueller 
(1978). The size of the reliability co-efficient expected is dependent on the 
number of items in the scale (Royeen, 1989). The larger the number of 
items, the larger the reliability co-efficient expected. The expected and 
observed reliability co-efficients for each scale are reported in Chapter 6.
7.5.2 Canonical Correlation
Canonical correlation is described as a procedure that analyses the 
relationship of a set of independent variables with a set of dependent 
variables. It is a way of making predictions by understanding the effects of 
two or more independent variables on two or more dependent variables
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(Royeen, 1989).
Canonical correlations were calculated using the respondents’ self reported 
scores on the five major areas of teamwork skills, political skills, role 
clarity, role confidence, and colleague relationships as the dependent 
variables and the five factors scores as the independent variables in the first 
analysis. The semantic differential scores were used as the dependent 
variables in the second analysis with the five factor scores as the 
independent variables. The third analysis examined the relationships 
between the five major skill areas as the dependent variables and the 
semantic differential scores as the independent variables.
A number of assumptions must be addressed when conducting multivariate 
analyses such as canonical correlation. These were considered for the 
analyses described above as follows:
a) Missing data: There was no missing data for the five skill areas and 
missing data was random for the individual items which were used in the 
calculation of the factor scores. Missing data for the semantic differential 
scores were also randomly distributed. SPSS-X deletes cases with missing 
data from the analysis. Only eight cases were rejected for this reason for the 
analysis using the five skill areas and thirteen for the semantic differential 
analysis.
b) Case:variable ratio: The ratio depends on the reliability of the variables. 
If reliability is around .80 then 10 cases are needed for each variable 
(Tabachnick and Fidell, 1989). In this instance the reliability of the factor 
scores varied from 0.59 - 0.68 so more than 10 cases per variable are 
required. For these analyses the case to variable ratio is 18.5:1, which was 
considered satisfactory.
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c) Normality, linearity and homoscedasticity: Plots of residuals against 
expected or predicted scores were used to assess these conditions. The plots 
revealed that the data did not meet the assumptions of normality and 
linearity. It is recommended that variables that are significant in the 
canonical correlations be examined for skewness if this is the case and 
depending on the type of skewness present, transformation of raw data be 
considered (Tabachnick and Fidell, 1989). In this instance data were 
transformed for four of the five skill areas and three of the semantic 
differential scores which showed skewed distributions. The following 
transformations were used in the SPSSX program.
Mypower: moderate negative skewness: sqrt(k-x)
Working in teams: severe negative skewness: 1/(50-k)
Working with other disciplines: severe negative skewness: l/(50-k)
Teamwork skills: moderate negative skewness: sqrt(k-x)
Role clarity: moderate negative skewness: sqrt(k-x)
Role confidence: moderate negative skewness: sqrt(k-x)
Colleague relationships: moderate negative skewness: sqrt(k-x)
(Where k=largest score plus 1; x=score on variable)
The transformed scores did not result in more normal curves. On theoretical 
grounds it could be expected that the data would be skewed as respondents 
would be unlikely, in the real world, to rate their skills in the five major 
skill areas very negatively. It would be expected that most respondents 
would consider their skills to be at least adequate or above. A further factor 
influencing the distribution shape for the five major skill areas was the 
limited range of response options available (1-5 only) making a normal 
curve less likely. For the semantic differential scores, it could again be 
expected on theoretical grounds that respondents would have somewhat 
positive attitudes towards working in teams, working with other disciplines,
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and towards their own power. In addition, the aim of canonical correlation 
is to establish meaningful results in terms of interpretation of canonical 
variates. The results of the analysis using raw scores were meaningful in 
this analysis. It was decided therefore to proceed with the analysis without 
transforming the scores. Tabachnick and Fidell (1989) report that if all 
variables are skewed to the same moderate extent, then improvements of 
analysis with transformation may be marginal. All skewed variables in this 
instance were negative and all but one variable was moderately skewed.
d) Outliers: Potential univariate outliers were identified using analysis of 
histograms with normal plots superimposed. For any extreme scores the 
number of standard deviations below or above the mean was calculated. 
There were no scores for which this figure was outside the p=.001 criterion 
of 3.67 (2-tailed). Therefore no cases were considered to be univariate 
outliers.
Multivariate outliers were identified using Mahalanobis distance (pc.OOl) 
through SPSSX regression. Mahalanobis distance was evaluated as X2 with 
nine degrees of freedom (equal to the number of variables). Only one case 
had a Mahalanobis distance greater than X2=27.877. This was case 34 with 
a Mahalanobis distance of 30.885.
To determine why this case presented as a multivariate outlier the 
respondent's scores on the variables included in the regression were 
compared to the sample means with the case excluded. The comparison is 
as follows.
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Variable Case 34 mean Sample mean
own power 37 37.2
conflict 48* 29.9
working in teams 41 43.7
hierarchies 13* 26.4
working with other
disciplines 46 43.8
teamwork skills 2 3.6
political skills 4 2.7
role clarity 3 3.8
role confidence 5 3.8
colleague relationships 2 4
(NB. The first five variables above were concepts rated using the semantic 
differential while the second five were self ratings;* = variables with large 
differences).
Case 34 shows extreme scores on the semantic differential ratings for 
conflict and hierarchies. The respondent's scores indicate a much more 
favourable attitude towards conflict than the sample and a much less 
favourable attitude towards hierarchies. This may mean that the results do 
not generalise to occupational therapists with this combination of attitudes. 
Because there was only one multivariate outlier it was decided to eliminate 
the case from the analysis.
e) Multicollinearity and singularity: It is recommended that pairs of 
variables with correlation co-efficients greater than 0.70 be excluded from 
m ultivariate analysis. No pairs of variables for the two canonical 
correlations had correlations greater than 0.70. The highest correlation for a 
pair of variables included in the analysis was 0.42 which is not high enough 
to adversely affect the canonical correlation procedure. In addition SPSSX
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has built in warnings if tolerances for either of these conditions is exceeded.
7.5.3 Multiple Regression
Multiple regression is described as a way of "making predictions by 
understanding the effects of two or more independent variables on a 
dependent variable" (Royeen, 1989, p.100). Standard multiple regression is 
recommended unless there is "good reason to use some other technique" 
(Tabachnick and Fidell, 1989, p.150). While it was possible to determine, 
on theoretical grounds, which variables to begin building a regression model 
with for each dependent variable, it was not possible to determine any order 
or grouping of variables for entry. Therefore standard multiple regression 
was selected rather than hierarchical or stepwise regression.
The basic question answered by standard multiple regression is what is the 
size of the overall relationship between the dependent variable and the 
independent variables, and how much of the relationship is contributed 
uniquely by each independent variable (Tabachnick and Fidell, 1989)?
Three sets of regression analyses were performed. For the first set of 
analyses independent/dependent variable combinations were selected on 
theoretical grounds according to what might be expected from the literature. 
Statistical indicators were used for the second set of analyses. The current 
leve l of sk ill/kn ow led ge for selected  item s from section 3 of the 
questionnaire were used for the third set of analyses. These are described in 
more detail follow ing a discussion of the issues considered for the 
regression analyses.
a) Ratio of cases to independent variables: For standard multiple regression 
an ideal independent variable to cases ratio is 1:20 (Tabachnick and Fidell, 
1989, p.128). The lowest sample size for the analyses described below was
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184. The largest number of independent variables entered into a model 
initially was 10 with the largest number remaining in a model being 3. This 
results in a variables:cases ratio of 1:61.3 for the final models and 1:18.4 
for the initial equations. More cases are required if the dependent variable is 
skewed as is the case with these analyses (See 7.5.2 c on page 170). Given 
the small number of variables in the final models, the variables to case ratio 
was deemed adequate in this instance.
b) Outliers: Initially, univariate outliers were sought for all of the 
independent variables used in the analyses using histograms with normal 
plots superimposed. For any extreme scores the number of standard 
deviations below or above the mean was calculated. There were no scores 
for which this figure was outside the p=.001 criterion of 3.67 (2-tailed) 
(Tabachnick and Fidell, 1989). Therefore no cases were considered to be 
univariate outliers, for independent variables. Dependent variables which 
were univariate outliers were identified by SPSSX regression (using a cut 
off point of + or - 3.16 for residuals). The outliers were excluded from the 
analyses.
Multivariate outliers were sought using Mahalanobis distance in the SPSSX 
regression program. Cases with high Mahalanobis distances for each 
analysis were identified and compared to the critical X2 value. There were 
no cases with Mahalanobis distances greater than the critical values of 
13.816 (pc.OOl); d.f.=2 or 16.266 (p<.001; d.f.=3) for the regressions based 
on statistical criteria (Degrees of freedom equals the number of independent 
variables in the analysis). However a number of multivariate outliers were 
identified for the regression equations developed on theoretical grounds. 
These were excluded from the analyses.
c)Multicollinearity and singularity: The regression program in SPSS-x has
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default values for protecting against the inclusion of variables which violate 
assumptions of multicollinearity and singularity.
d)Normality, Linearity, Homoscedasticity and Independence of Residuals: 
Examination of residuals scatter plots indicated that the data did not 
conform to the assumptions about linearity and homoscedasticity. The 
regression analyses were repeated using transformed scores (where 
appropriate) for the independent variables alone and both the dependent and 
independent variables in an attempt to increase the value of R2 and to 
improve the linearity and homoscedasticity. Team work skills, role clarity, 
political skills, role confidence, colleague relationships, my power, conflict, 
team factor 3 and team factor 5 were transformed using the formula for 
distributions showing moderate negative skewness (sqrt(k-x)). Working in 
teams and working with other disciplines were transformed using the 
formula for severe negative skewness (l/(50-k)). Team factor 4 was 
transformed using the formula for distributions showing moderate positive 
skewness (sqrt(x)). Team factor 1 and team factor 2 were not transformed. 
The re su l t s  did not  i nd i c a t e  any i m pr o ve m e nt  in l inear i ty  or 
homoscedasticity and for all but one analysis, did not result in any marked 
increases in R2. The analyses with raw scores were accepted as the models 
of best fit. For one analysis the increase in R2 was 5 %  with both the 
dependent and independent variables transformed and it was decided to 
accept this model as the model of best fit. "Failure of linearity of residuals 
in a regression does not invalidate an analysis so much as weaken 
it...Heteroscedasticity also does not invalidate the analysis so much as 
weaken it" (Tabachnick and Fidell, 1989, p.133)
Despite the assumptions of linearity and homoscedasticity not being met, 
the results of the regression analyses were significant for all but (one) 
analysis indicating that part of the relationship between the dependent and
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independent variables is linear. Attempts to better explain the relationships 
between the dependent and independent variables for the statistically 
determined analyses using curvilinear regression are outlined in a later sub 
section.
The two sections which follow  outline the selection of dependent/ 
independent variable combinations for the regression analyses on theoretical 
and statistical grounds.
Regression Analyses on Theoretical Grounds
Dependent/independent variable combinations were selected for multiple 
regression analyses on theoretical grounds to investigate the factors which 
affected respondents’ perceptions of their team work and political skills and 
the concepts of their own power, of working in teams and working with 
other disciplines and their views of their colleague relationships. The 
expectations outlined in Chapter Four were investigated via the analyses 
outlined below.
Expectation 1: Occupational therapists who are clear and confident in their 
role and able to articulate this role to others will function more comfortably 
in a team environment.
Dependent variables: working in teams, team work skills (A separate 
regression analysis was performed using each of these dependent variables 
with the set of independent variables listed below. It was decided that 
respondent's views of the concept of working in teams and their perception 
of the level of their team work skills could reflect/influence their comfort in 
a team).
Independent variables: role clarity, role confidence, team factor 3 (role 
boundary factor), colleague relationships.
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Dependent variable: team work skills
Independent variables: current skill level for negotiation and conflict 
resolution skills, assertion skills, decision making skills, communication 
skills, an understanding of the impact of changing political environments on 
future role, ability to maintain a professional identity in a team environment, 
skills to explain role clearly to others, presentation skills for meeting, 
knowledge of team work theory, knowledge of the treatment approaches of 
other professionals and team building skills.
Dependent variable: role confidence
Independent variables: current skill level for negotiation and conflict 
resolution skills, assertion skills, decision making skills, communication 
skills, ability to maintain a professional identity in a team environment, 
skills to explain role clearly to others, presentation skills for meetings, 
knowledge of OT theoretical frameworks, knowledge of the treatment 
approaches of other professionals and skills for developing OT protocols.
Expectation 2: Occupational therapists who feel powerful in the team and 
are comfortable with the concept of power will function more comfortably 
in a team environment.
Dependent variable: working in teams, team work skills 
Independent variables: my power, team factor 4 (powerlessness factor), 
political skills, conflict concept, hierarchies concept, team factor 1 
(instrumentality factor), team factor 2 (procedural reliance factor).
Dependent variable: my power
Independent variables: team work skills, political skills, role clarity, role 
confidence, team factor 1 (instrumentality), team factor 4 (powerlessness).
Expectation 3: Occupational therapists who are able to influence decision
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making in their team will function more comfortably in a team environment. 
Dependent variable: working in teams, team work skills 
Independent variable: my power, working with other disciplines, hierarchies, 
team work skills, political skills, colleague relationships, team factor 2 
(procedural reliance factor), team factor 1 (instumentality factor), team 
factor 4 (powerlessness factor).
Dependent variable: working in teams, team work skills
Independent variables: political skills, my power, role clarity, role
confidence, colleague relationships, team factor 5 (team valuing factor).
Expectation 4: Occupational therapists who value working in a team will 
function more comfortably in a team environment.
Dependent variable: working in teams, team work skills
Independent variables: team factor 5 (team valuing factor), working with
other disciplines, team work skills, colleague relationships.
Expectation 5: Occupational therapists who feel respected by and are able to 
respect the contributions of others in the team will function more 
comfortably in a team environment.
Dependent variable: working in teams, team work skills 
Independent variable: w orking with other d isc ip lin es , co lleagu e  
relationships, team factor 5 (team valuing factor), team factor 3 (role 
insecurity factor).
Dependent variable: colleague relationships
Independent variables: working in teams, working with other disciplines, 
team work skills, role confidence, role clarity, team factor 5 (team valuing),
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conflict, my power, team factor 3 (role insecurity).
Dependent variable: colleague relationships
Independent variables: current skill level for negotiation and conflict 
resolution skills, assertion skills, communication skills, ability to maintain a 
professional identity in a team environment, skills to explain role clearly to 
other professionals, presentation skills for meetings and knowledge of the 
treatment approaches of other professionals.
Dependent variable: working with other disciplines
Independent variables: working in teams, team work skills, colleague 
relationships, role clarity, role confidence, political skills, my power, 
hierarchies, conflict, team factor 5 (team valuing).
Expectation 6: Occupational therapists who appreciate the political nature of 
their work environment w ill function more comfortably in a team 
environment.
Dependent variable: working in teams, team work skills 
Independent variables: my power, hierarchies, conflict concept, political 
skills team work skills, team factor 1 (instrumentality), team factor 4 
(powerlessness) team factor 2 (procedural reliance factor).
Dependent variable: political skills
Independent variables: team factor 1 (instrumentality), team factor 2 
(procedural reliance), team factor 4 (powerlessness), my power, team work 
skills, colleague relationships, conflict, hierarchies.
Dependent variable: political skills
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Independent variables: current skill level for negotiation and conflict 
resolution skills, assertion skills, decision making skills, communication 
skills, an understanding of the impact of changing political environments on 
future role, ability to maintain a professional identity in a team environment, 
skills to explain role clearly to others, presentation skills for meeting, 
knowledge of team work theory, knowledge of the treatment approaches of 
other professionals and team building skills.
Regression Analyses on Statistical Grounds
Statistical criteria were used to select other dependent/independent variable 
combinations for regression analysis. Following the canonical correlations 
using the team factors as the independent variables and the major skill areas 
and the semantic differential scores as the dependent variables, multiple 
regression analysis was performed where the analysis of variance had 
identified two or more significant, independent (covariate) variables for a 
single dependent variable. The analysis of variance results on which the 
dependent/independent variable combinations were selected are as follows. 
The variables selected for inclusion are shown with an asterisk.
Dependent variable Teamwork
Covariate Beta t-value sig
Instumentality factor -.064 -.906 .366
Procedural reliance factor .062 .832 .406
Role insecurity factor -.051 -.715 .476
Powerlessness factor -.270 -3.678 .000*
Team valuing factor .186 2.619 .010*
Dependent variable political skills
Covariate Beta t-value sig
Instumentality factor .109 1.549 .123
Procedural reliance factor .000 .011 .991
Role insecurity factor -.036 -.513 .608
Powerlessness factor -.261 -3.592 .000*
Team valuing factor .257 3.672 .000*
Dependent variable role clarity
Covariate Beta t-value sig
Instumentality factor .059 .823 .411
Procedural reliance factor -.031 -.417 .677
Role insecurity factor .199 2.744 .007*
Powerlessness factor -.224 -3.034 .003*
Team valuing factor .115 1.615 .108
Dependent variable colleague relationships
Covariate Beta t-value sig
Instumentality factor -.162 -2.260 .025*
Procedural reliance factor -.101 -1.345 .180
Role insecurity factor .081 1.116 .266
Powerlessness factor -.176 -2.379 .018*
Team valuing factor .109 1.521 .130
Dependent variable own(my) power
Covariate Beta t-value sig
Instumentality factor .071 1.049 .296
Procedural reliance factor -.060 -.856 .393
Role insecurity factor .099 1.459 .146
Powerlessness factor -.421 -6.052 .000*
Team valuing factor .151 2.247 .026*
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Dependent variable conflict
Covariate Beta t-value si g
Instumentality factor -.0002 -.022 .982
Procedural reliance factor -.199 2.262 .010*
Role insecurity factor -.147 -2.012 .046*
Powerlessness factor -.023 -.309 .758
Team valuing factor .182 2.510 .013*
Dependent variable working in teams
Covariate Beta t-value sig
Instumentality factor -.349 -5.087 .000*
Procedural reliance factor -.001 -.019 .984
Role insecurity factor .020 .289 .773
Powerlessness factor -.026 -.374 .709
Team valuing factor .265 3.891 .000*
Dependent variable working with other disciplines
Covariate Beta t-value sig
Instumentality factor -.255 -3.584 .000*
Procedural reliance factor -.002 -.025 .980
Role insecurity factor .024 .336 .737
Powerlessness factor .024 .323 .747
Team valuing factor .268 3.784 .000*
Because the assumptions of linearity and homoscedasticity were not met for 
the statistically selected data, it was decided to further investigate the 
relationships (where linear results were significant) using curvilinear 
regression.
7.5.4 Curvilinear Regression for Statistically Identified Analyses
The following equation was used for the regression analyses with two 
independent variables:
y = a + bXj + cx2 + dxt2 + ex22 + fxjX2
Where: y is the dependent variable
Xj and x2 are the raw scores of the independent variables
x t2 and x22 are the squares of the raw scores of the independent
variables
x tx2 is the product of the raw scores of the independent 
variables
Xj, x2, x^, x22 and x2x2 were used as independent variables for the purpose 
of the regression analysis.
Analyses using this equation were for the dependent variables mypower, 
role clarity, working in teams, teamwork skills political skills, working with 
other disciplines and colleague relationships.
For the analysis with conflict as the dependent variable and three 
independent variables the following equation was used:
y = a + bXi + cx2 + dx3 + exx2 + fx22 + gx32 + hxtx2 + iXjX3 + jx2x3
The aim of the curvilinear regression was to increase the value of adjusted 
R2 but still maintain interpretability. For this reason only the products of 
two terms rather than three were used. Each analysis was repeated several 
times, successively removing non significant terms, until all variables 
included in the model were significant. This was deemed to be the model of
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best fit for the set of variables. The specific results of each regression are 
shown in Chapter 8.
7.5.5. Comparing sets of predictors
Procedures described by Tabachnick and Fidell (1989) were used to 
determine whether one set of independent variables predicted the dependent 
variables better than another set. A comparison of the relative effectiveness 
of two sets of independent variables in predicting a dependent variable is 
made by testing for the significance of the difference between the 
correlation of the predicted and obtained dependent variables (Multiple R) 
for each predictor set.
The z test for the difference between rya (Multiple R for one set of 
predictors) and ryb (Multiple R for the second set) is
where N = sample size, Z*= { z y a - z y b ) N -  3
 ̂ 2 -2 Syayb
and | l n (
1 +rya
1-r
l + r yb 
1 J-yb
)and where
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(r̂ ) (1 - r 2- z z) --i (r2) (1 - r 2- r 2- x 2'b)
7yayb'
(1 - I 2) 2
(rab is the correlation of the first set of predicted scores with the second set 
of predicted scores; r is mean r; r2ab is the square of the correlation between 
the two sets of predicted dependent values)
and
(^ya+ ŷ±>)
In order to maintain a .05 significance level the following Z score cut off 
points were used.
For two sets of predictors critical Z= + or -2.11 (using .025).
For three sets of predictors critical Z= + or -2.46 (using .017). Each set of 
predictors was compared against every other set. Namely, three comparisons 
were made; one between set 1 and set 2, one between set 1 and set 3, and 
one between set 2 and set 3.
The results of these analyses are given in Chapter 8.
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7.5.6 One way analyses of variance
One way analysis of variance (Anova) deals with one independent variable 
made up of membership in one of a number of groups or levels of the 
dependent variable. The total variance is divided up into between groups 
variance and within groups variance (error). The means of each group or 
level are compared using the F ratio which, if significant, indicates that all 
the means are not equal (Welkowitz, Ewen and Cohen, 1976). This indicates 
that the independent variable has a significant effect on the dependent 
variable.
Analysis of variance was calculated using the semantic differential scores as 
the dependent variables with the following independent variables: level of 
position, highest qualification, type of team, type of facility and age.
Anova has a number of assumptions. The first of these is that observations 
are independent. This assumption was met as respondents belonged to only 
one of the groups of the independent variables and were not matched on 
these variables in any way. It is also assumed that variances are equal 
(homogenous) for all populations and that variables are normally distributed. 
"Anova is robust with regard to these assumptions however and will yield 
accurate results even if population variances are not homogenous (provided 
that sample sizes are about equal) and if population shapes depart 
moderately from normal" (Welkowitz, Ewen and Cohen, 1976, p.224). 
Anova was considered an appropriate statistic for this data.
During the analysis however it became clear that the sample sizes were not 
equal for a number of the analyses. For level of position the sample sizes 
were quite unequal which may have resulted in an increased type I or type 
II error. To overcome this difficulty a smaller random sample from each 
category of the independent variable was sampled and used in the analysis.
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This was also done for type of team in addition to collapsing categories. 
Age was recoded for a second analysis to increase sample sizes. The 
specific details are given in the results section.
7.5.7 Chi square statistic
The Chi square statistic compares observed and expected frequencies to 
determine whether differences between these can be attributed to random 
sampling fluctuations or are likely to be due to non chance factors, ie. are 
significantly different from one another due to some effect or real 
difference, rather than due to chance.
A number o f assumptions must be met for the statistic to be used. 
Observations need to be independent of one another; any subject must fall 
into one and only one category; computations must be based on all subjects 
in the sample. Difficulties arise with small expected frequencies, due to non 
normality. The following cell sizes should be reached for the statistic to be 
reliable. For 1 degree of freedom (d.f.), expected frequencies should be at 
least five; for 2 df. expected frequencies should exceed two; with 3 or more 
d.f. if all expected frequencies but one are greater than or equal to five and 
i f  the one that does not is equal to at least 1, X 2 is s t ill  a good  
approximation (Welkowitz, Ewen and Cohen, 1976).
Chi square can also be used to test the significance of the relationship 
between two variables when data are expressed in terms of frequencies of 
joint occurrence. In this analysis, the chi-square statistic was calculated for 
type of team with both type of facility and client group serviced. The data 
were considered to meet the assumptions above. However, there were more 
than acceptable numbers of expected frequencies below the acceptable 
levels. The results plus discussion of the low expected frequencies can be 
found in Chapter 8.
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Cramer's V, an index of the strength of relationship for use with tables 
greater than 2*2 was also calculated. The benefit of using Cramer's V is 
that it is independent of table size. The value of Cramer’s V is always 
between 0 and 1. The closer the value is to zero the stronger the 
relationship (Welkowitz, Ewen and Cohen, 1976).
The results of these analyses are presented in Chapter Eight.
7.5.8 Paired t-Test
A matched samples t-test was conducted to determine which of the 
knowledge and skill areas in section three of the final questionnaire 
represented potential learning needs. The t-test for matched samples 
determines if the difference between two matched scores for a sample 
population differs significantly from zero (Welkowitz, Ewen and Cohen, 
1976). In this case the matched scores were the current and ideal 
skill/knowledge levels of respondents. If the difference between the mean 
ratings for the ideal and current knowledge skill areas was significant from 
zero and the mean of the current level of knowledge/skills was lower than 
the ideal mean, it was considered to reflect a potential learning need in the 
area.
Theoretically for the t-test to hold true two assumptions must be met. 
Firstly, it is assumed that the variables are normally distributed within the 
population. Secondly, it is assumed that the variances of the two populations 
are equal. However, the test is robust if the assumption of normality is not 
met and the assumption of equality of variance can be "practically ignored 
as well if the two sample sizes are equal" (Welkowitz, Ewen and Cohen, 
1976, p.145). In this instance the variables were not normally distributed as 
most therapists did not rate themselves as having very low skills/knowledge 
and they considered a high level of skill was needed ideally for most items.
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The sample sizes were equal so the equality of variance assumption could 
be ignored.
7.6 CONCLUSION
A six part questionnaire was developed using the criteria for instrument 
development and validation by Benson and Clark (1982) as a general guide. 
The questionnaire was pilot tested using a sample of 39 occupational 
therapists working in a variety of settings and types of teams. Following 
quantitative and qualitative analysis of the pilot data, minor changes were 
made to the questionnaire. The final questionnaire was administered to 225 
occupational therapists using the data base of the New South Wales 
Association of Occupational Therapists. One hundred and fifty five useable 
questionnaires were returned, which when combined with the pilot sample 
resulted in a final sample size of 194. Various statistical analyses were 
performed to answer the three research questions including factor analysis, 
canonical correlation, regression analysis, analysis of variance, t-test, and 
chi-square. The results of these analyses are described in the next chapter.
CHAPTER EIGHT
QUESTIONNAIRE RESULTS
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The results are presented in a number of sections.
* The first presents descriptive statistics which describe the sample and the 
respondents views on the semantic differential scores;
* the second, analyses which address the research question concerning 
factors influencing occupational therapists practice in health care teams 
(factor analysis, canonical correlation results, regression analyses, analysis 
of variance, and chi square);
* the third, presents analyses addressing the second research question 
looking at knowledge skills and attitudes occupational therapists need to 
work effectively in a health care team (t-tests, descriptive statistics for major 
skill areas).
8.1 CHARACTERISTICS OF THE SAMPLE
8.1.1 Demographic Data
The majority of the sample were female, with over 60% 35 years of age or 
less. Most (69.9%) held Bachelor's degrees in occupational therapy with 
only 7.7% holding qualifications at Graduate Diploma or Master's degree 
level. The vast majority (91%) worked in positions designated as an 
occupational therapist with 73% holding grade 1 or grade 2 positions. The 
mean number of years of experience as an occupational therapist was just 
under 10 years. The majority of respondents worked in public hospitals, 
followed by community health centres and rehabilitation units. Most worked 
with clients who were aged or had a physical disability, with children, or in 
general medicine. Half the sample worked in an interdisciplinary team 
(50%) with very small numbers of respondents (4.1%) working in either 
multidisciplinary or transdisciplinary teams. Slightly more respondents 
worked in teams moving towards multidisciplinary than those moving 
towards transdisiciplinary.
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Table 13 presents these data in more detail. Tables 14 and 15 show a more 
detailed breakdown of respondents ages and years of experience as 
occupational therapists.
Table 13: Demographic data
VARIABLE STATISTIC VALUE
AGE RANGE 21-64 YEARS
MEAN 34.11
MEDIAN 31
MODE 26
ST DEVIATION 9.926
SEX MALE 2
FEMALE 189
OT QUALIFICATIONS DIPLOMA 27.5% (53)
BACHELOR'S DEGREE 69.9% (135)
GRADUATE DIPLOMA 2.1%(4)
MASTER'S DEGREE .5% (1)
HIGHEST QUAL. 
HELD
DIPLOMA 24.4% (47)
BACHELOR'S DEGREE 67.9% (131)
GRADUATE DIPLOMA 4.1% (8)
MASTER'S DEGREE 3.6% (7)
CURRENT POSITION DESIGNATED OT 90.7% (175)
NOT OT 8.8% (17)
LEVEL CURR. POS. GRADE 1 50.8% (98)
GRADE 2 22.3% (43)
GRADE 3 13% (25)
GRADE 4 3.6% (7)
GRADE 5 2.6% (5)
MISSING 7.8% (15)
YEARS OT EXP. RANGE 1-36
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VARIABLE STATISTIC VALUE
MEAN 9 . 8 4
MEDIAN 7
MODE 5
ST DEVIATION 7 . 7 5
TYPE OF FACILITY PRIVATE HOSPITAL 4.7% (9)
COMMUNITY CENTRE 24.4% (47)
GENERAL HOSPITAL 44.6% (86)
SCHOOL 4.1% (8)
MANAGEMENT ROLE 1% (2)
REHABILITATION UNIT 16.1% (31)
OTHER 5.2% (10)
TYPE OF CLIENTS GENERAL MEDICAL 14% (27)
PAEDIATRICS 20.2% (39)
PHYS.DIS/AGED 38.9% (75)
DEVELOPMENTAL DIS. 5.2% (10)
PSYCHIATRIC DIS. 5.2% (10)
OCCUPATIONAL REHAB. 8.8% (17)
MANAGEMENT 5.2% (10)
OTHER 2.6% (5)
TYPE OF TEAM MULTIDISCIPLINARY 4.1% (8)
BETWEEN MULTI AND INTERDISCIPLINARY
23.3% (45)
INTERDISCIPLINARY 50.3% (97)
BETWEEN INTER AND 
TRANSDISCIPLINARY
16.1% (31)
TRANSDISCIPLINARY 4.1% (8)
194
Table 14: Demographic data: Acre breakdown
AGE COUNT PERCENT
21-26* 51 26.4
26-30 40 20.8
31-35 32 16.5
36-40 28 14.5
41-45 15 7.8
46-50 11 5.7
51-55 8 4.2
56+ 8 4.1
* Modal Group
Table 15: Demographic data: Years of experience breakdown
YEARS EXP. COUNT PERCENT
1-5* 68 35.4
6-10 59 30.7
11-15 30 15.7
16-20 17 8.8
21-25 4 2.1
26-30 9 4.7
30 + 4 2.1
* Modal Group
8.1.2 Semantic Differential Scores
Respondents felt most positively about working with other disciplines and 
working in teams. They felt moderately positive about their own power, 
marginally positive about conflict and least positively about hierarchies. 
Table 16 shows the range, mean, median and mode for the five semantic 
differential concepts.
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Table 16: Semantic differential scores
RANGE MEAN MEDIAN SD
My power: 20-49 37.21 37.5 5.41
Conflict: 9-48 29.99 30 6.10
Working in 
Teams: 28-49 43.75 44 4.37
Hierarchies: 8-46 26.34 26.5 7.53
Working with 
other Disc: 28-49 43.86 45 4.89
NB. Higher scores = more positive views
8.2 FACTORS INFLUENCING OCCUPATIONAL THERAPIST S 
PRACTICE IN HEALTH CARE TEAMS
The results of the various analyses which address this research question are 
described in the sections which follow. The results of the factor analysis 
isolating five factors are described first. This is followed by results of the 
canonical correlations and the regression analyses. The last two sections 
outline results of the analyses of variance and the chi square statistics.
8.2.1 Factor Analysis Results
Factor analysis was performed using the ratings of items 1-46 from section 
two using principal component analysis as the extraction method. Five 
factors were extracted. Bartlett’s test of sphericity indicated that the factor 
model was suitable for the data (due to a low significance level = .000, and 
a high value = 2018.81). The Kaiser-Meyer-Olkin measure of sampling 
adequacy for this factor model was .61871 which Kaiser characterises as 
acceptable (Norusis/Spss, 1988). The correlation matrix is shown in 
Appendix Eleven. The Eigenvalues of the retained factors ranged from 
4.14 to 1.98. The factors accounted for 31.6% of the variance. Table 17 
shows the Eigenvalues and variance percentages for the factors.
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Table 17: Eigenvalues and percentage variant for retain^
FACTOR EIGEN PCT CUM PCT
1 4.143 9.0 9.0
2 2.854 6.2 15.2
3 3.417 7.4 22.6
4 1.982 4.3 26.9
5 2.135 4.6 31.6
The items which loaded on each factor are indicated in Table 18 showing 
the value and sign of the loading.
Table 18: Item loadings on f iv e  retained factors 
Item descriptions follow table.
ITEM FAC1 FAC2 FAC3 FAC4 FAC5
23 .602
16 -.579
26 -.531
24 .525
2 -.492
44 .429
3 .421
40 .414
36 .603
37 .557
14 .548
25 .481
27 .459
10 .424
22 .416
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ITEM FACI FAC2 FAC3 FAC4 FAC5
8 .413
20 .412
43 .409
31 .671
7 .566
9 .533
12 .497
4 .450
15 .708
38 -.659
21 .583
35 .457
41 .570
17 .545
29 .506
5 .496
39 .461
28 .424
42 .413
The items which loaded on each factor are grouped below. Items which 
loaded negatively are indicated by (-). (This means for item 26 for example 
that a problem this type of team does experience is competition between 
members of the team.)
Factor 1
23. Poor procedures for following up on decisions made at a meeting are 
particularly frustrating in my team.
26. A problem my team rarely experiences is competition between members 
of the team.(-)
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16. The decision making processes in my team mean that I am always clear 
about what decisions have been made and why.(-)
2. Seeing myself as part of the team is important for me to work well in the 
team.(-)
24. The occupational hierarchy operating in teams has the greatest effect on 
how well I can work within them.
40. The most satisfying thing about working in a team is that it brings 
together a range of different viewpoints.
3. Personality factors are important things which affect how a team 
functions.
44. Knowing how the key players in the team operate enhances my power 
in the team.
Factor 2
36. Using the formal channels of communication is the best way to get on 
in a team.
37. Strong leadership is the most critical factor in good teamwork.
14. Generally, the best decisions the team makes are those made by 
someone in a designated leadership position.
8. As long as I do my job with clients well, it doesn't matter what other 
things are happening around me.
10. Other team members' views of me are unimportant for how I work on a 
team.
20. The most disturbing aspect of team work is conflict.
22. My greatest source of power in the team is what I know about clients.
25. Personal characteristics have little effect on how team colleagues relate. 
27. Knowing my own approach and sticking within these boundaries is the 
best way to get on in a team.
43. I cannot do much to change the impact on decision making in the team.
Factor 3
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9. Being clear and concise in my communication with others is important 
for the way I work on a team.
31. It is important to be able to clearly articulate my role in order to work 
effectively within a team.
7. It is most important for me to protect my own territory in a team.
4. Being confident in my role as an OT is important for me to be able to 
work well in a team.
12. The best way for me to protect my autonomy on a team is to know 
clearly what my role is.
Factor 4
3 8 . 1 usually feel fairly powerful in my team.(-)
15. I'm not really a very powerful member of my team.
21. I generally have difficulty expressing my views in a team meeting.
35. Conflict is usually created due to the differing viewpoints held by team 
members.
Factor 5
17. An essential aspect of good teamwork is the acceptance by each 
member of the differences in orientation of fellow members.
29. Having good conflict resolution skills helps one to work effectively in a 
team.
41. Role flexibility is most important for working well with team 
colleagues.
5. Having good verbal presentation skills is unimportant for working well in 
a team.
28. We make good decisions as a team when there is a chance for 
discussion and working towards consensus.
42. It is really important to understand the politics of a team environment.
39. The most satisfying thing about working in a team is that it brings 
together a range of different clinical viewpoints.
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The comments by the panel asked to review the variables for each factor are 
as follows:
Factor 1
The panel thought that someone who scored highly on this factor would be 
an occupational therapist who thought about what happened on a team and 
the way it worked but who took an instrumental approach towards the team. 
Further they felt this person would be neutral within the team and not really 
see themselves as part of nor desire to be an integral part of the team.
Factor 2
Occupational therapists who scored highly on this factor were suggested by 
the panel to view the team processes themselves as more powerful than the 
individual. Further it was felt that they would be primarily concerned with 
"grass roots" practice with clients and be unconcerned with higher order 
concerns such as the political climate. They would rely on formal channels 
and leadership decisions rather than asserting themselves.
Factor 3
The panel felt occupational therapists who scored highly on this factor were 
people who needed good individual role clarity to feel secure. Further it was 
felt that they would feel insecure in a team where there was role conflict or 
overlap. They need clear role boundaries.
Factor 4
This factor was considered to represent the concept of positional power. 
The panel felt that those who scored highly on this factor may (i)feel 
powerless and unable to contribute within the team or (ii) not view the team 
as a group of people jockeying for power and therefore not particularly see 
themselves as powerful. They felt that people who scored low on this factor 
would be those who accepted the concept of jockeying for positional power 
and saw themselves as powerful.
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Factor 5
The positive contributions of the team environment were seen to be 
reflected in this factor. It was felt that people who scored highly on this 
factor would seek personal validation from the team process. Being part of 
the team would give these people a sense of belonging and be important for 
them to stay in a given environment.
Review of the items in each factor indicates that themes are similar to those 
from the pilot cluster analysis. Factor 1 reflects someone able to use a team 
instrumentally which is similar to the knowing, political orientation 
described for cluster 5. Factor 2 reflects a formal, leader dominated 
orientation similar to cluster 4. Factor 3 reflects an insecurity similar to 
cluster 1. Factor 4 reflects a power theme which was the theme for cluster
1. Factor 5 reflects a positive view of a team and an acceptance and valuing 
of others similar to cluster 2 of the pilot. These factors might be named 
as follows:
Factor One: Instrumental outsider perspective (Instrumentality)
Factor Two: Grass roots, structural perspective(Procedural reliance)
Factor Three: Defensive insecure perspective(Role insecurity)
Factor Four: Powerless perspective (Powerlessness)
Factor Five: Team process valuing (Team valuing)
Results of the reliability estimates (Cronbach's Alpha Coefficient) for each 
of the factor scales are shown overleaf.
The expected reliability values are those estimated by Kim and Mueller 
(1978) according to the number of variables in the factor and the value of 
the average factor loadings. The expected alphas indicated above have been 
extrapolated from Kim and Mueller's table. It can be seen that the reliability 
estimates for all five scales are within expected limits.
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Table 19: Reliability estimates for factor sr.alpg
Scale Alpha Expected
Alpha
1 .67 .60-.73
2 .59 .57-.67
3 .68 .60-.69
4 .56 .56-.69
5 .60 .57-.69
8.2.2 Canonical Correlation Results
All three canonical correlations were significant at less than the .001 level. 
This means that in each instance the composite independent variables had a 
significant impact on the composite dependent variables. For two of the 
analyses, one root was derived and for one analysis two roots were derived 
with reasonably sized correlations. The results are shown in detail in the sub 
sections below.
Five Major Skill Areas with Factor Scores
The canonical correlation with the five major skill areas as the dependent 
variables and the five factor scores as the independent variables was 
significant according to the Pillais', Hotellings' and Wilks' multivariate tests 
of significance at the .001 level. This means that the composite factor scores 
had a significant impact on the composite major skills scores.
Five roots were derived. However only the first of these had a reasonably 
sized correlation. This root accounted for 62.2% of the variance. Table 20 
presents these results.
203
Table 20 Eigen values and canonical correlations for fiv e  major skill amas 
with factor scores
Root No Eigen Value Cumulative % Canonical
correlation
1 .259 62.21 .453
2 .079 81.27 .271
3 .061 95.91 .240
4 .016 99.79 .126
5 .001 100.00 .030
Inserting the standardised correlation coefficients (beta values) for the 
dependent and independent variables into the canonical correlation equations 
for root 1 results in the following:
Composite Major Skills Variable
.26*teamwork skills + .48*political skills + .05*role clarity + .32*role 
confidence + .32*colleague relationships
Composite Factor Scores Variable
-.01*instrumentality factor + -.03 procedural reliance factor + .11 role 
insecurity factor + -.78 powerlessness factor + .56 team valuing factor
It is recommended that cut off points of .3 or above be used to select 
variables for interpretation (Tabachnick and Fidell, 1989, p.216).
Interpretation of this equation therefore, with signs as presented above 
suggests that occupational therapists who feel powerful and see the team in 
terms of power positions and who felt it was important for them to be part 
of a team and sought validation for themselves through belonging to the 
team, rated themselves as having well developed political skills, were 
confident in their role, and thought they had good colleague relationships.
For reversed signs, therapists who felt powerless within the team and did 
not see the positive contributions of a team environment would consider 
themselves as having less well developed political skills, role confidence 
and colleague relationships.
Semantic Differential Scores with Factor Scores
The canonical correlation with the five semantic differential scores as the 
dependent variables and the five factor scores as the independent variables 
was significant according to the Pillais', Hotellings' and Wilks' multivariate 
tests of significance at the .001 level. This means that the composite factor 
scores had a significant impact on the composite semantic differential 
scores.
Five roots were derived. However only two of these had reasonably sized 
correlations. They accounted for 83.70% of the variance. Table 21 presents 
these results.
Table 21: Eigen values and canonical correlations for semantic differential 
scores with factor scores
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Root No Eigen value Cumulative % Canonical
correlation
1 .333 43.95 .500
2 .301 83.70 .481
3 .107 97.82 .311
4 .014 99.63 .116
5 .003 100.00 .053
Inserting the standardised correlation coefficients (beta values) for the 
dependent and independent variables into the canonical correlation equations 
for root 1 results in the following:
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Composite Semantic Differential variable
.62*my power + .29* conflict + .64*working in teams + .17*hierarchies + - 
.15* working with other disciplines
Composite Factor Scores Variable
-.33*instrumentality factor + -.13*procedural reliance factor + .08*role 
insecurity factor + -.60*powerlessness factor + .59*team valuing factor
Interpretation of this equation with signs as presented above suggests that 
occupational therapists who feel powerful, see themselves as part of the 
team and who have a positive team ethos feel good about their own power 
and working in a team.
Interpretation with signs reversed suggests that therapists who do not feel 
powerful, do not see the positive contributions of the team environment and 
do not see themselves as a strong part of the team do not feel as positively 
about their own power or working in teams.
Inserting the standardised correlation coefficients (beta values) for the 
dependent and independent variables into the canonical correlation equations 
for root 2 results in the following:
Composite semantic Differential Variable
-.83*my power+ .17*conflict + .46*working in teams + .19*hierarchies + 
.39 working with other disciplines
Composite Factor Scores Variable
-.72*team factor 1 + .10*team factor 2 + -.15*team factor 3 + .68*team 
factor 4 + .32*team factor 5
Interpretation with signs presented as above suggests that therapists who 
have negative views of their own power but positive views of working in a
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team and working with other disciplines, see themselves as part of the team, 
see the positive contributions of the team environment but do not feel 
powerful or see the team as involving jockeying for power.
Interpretation with reversed signs suggests that therapists who feel positive 
about their own power but more negative about working in teams and 
working with other disciplines, do not feel part of the team, do not 
appreciate the positive contributions of the team environment but feel 
powerful or see the team as a place for jockeying for power.
Five Major Skill Areas with Semantic Differential Scores 
The canonical correlation with the five major skill areas as the dependent 
variables and the semantic differential scores as the independent variables 
was significant according to the Pillais', Hotellings’ and Wilks' multivariate 
tests of significance at the .001 level. This means that the composite 
semantic differential scores had a significant impact on the composite major 
skill area scores.
Five roots were derived. However only one of these had a reasonably sized 
correlation. This accounted for 76.39% of the variance. Table 22 presents 
these results.
Table 22: Eigen values and canonical correlations for five maior skill areas 
with semantic differential scores
Root No Eigen value Cumulative % Canonical
correlation
1 .343 76.39 .506
2 .056 88.79 .230
3 .033 96.21 .180
4 .015 99.48 .120
5 .002 100.00 .048
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Inserting the standardised correlation coefficients (beta values) for the 
dependent and independent variables into the canonical correlation equations 
for root 1 results in the following:
Composite Major Skills Area Variable
-.27*team work skills + -.27*political skills + -.06*role clarity + -.54*role 
confidence + -.27*colleague relationships
Composite Semantic Differential Variable
-.89*my power + -.15*conflict + -.39*working in teams + -.^hierarchies + 
.29 working with other disciplines
Interpretation with signs as presented suggests that therapists with less 
positive views about their own power and working in teams will have lower 
perceptions of their role confidence. Interpretation with signs reversed 
suggests that therapists who hold more positive views about their own 
power and working in teams will feel greater role confidence. Summary 
diagrams of these results are shown below.
Figure 5: Canonical correlation results summary
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8.2.3 Regression Results
The results of the regression analyses are presented in a number of 
subsections. Each subsection presents the results of the analyses for one 
dependent variable using one or more sets of independent variables 
including the independent variables determined on theoretical grounds, 
statistical grounds and current level of knowledge/skills. It also shows the 
results of the analysis to determine the most effective set of predictor 
variables. The tables of results for each analysis display the correlations 
between the variables, the unstandardised regression coefficients (B), the 
standardised regression coefficients (P), the semipartial correlations (s£), 
and R and R2 for each of the regression models.
8.2.3.a Regression results: working in teams as dependent variable
M o d e l d eve lo p m en t f o r  "working in team s" as the depen den t va riab le  and  
th eo re tica lly  se le c te d  in d ep en d en t v a r ia b le s
The results of the 6 regression analyses using working in teams as the 
dependent variable and different combinations of independent variables (as 
described in the section on data analysis), revealed that across these 
analyses only four independent variables exerted significant influence on the 
dependent variable. These results are shown in Appendix Twelve. The 
regression modelling therefore continued with these four independent 
variables in a single analysis. These were my power, working with other 
disciplines, team factor 1 (instrumentality) and colleague relationships. All 
other non significant independent variables were dropped from the analysis. 
The first two regression runs with these variables revealed univariate 
outliers as identified by the SPSSX regression program. These three cases 
(98 with a larger than predicted score for working in teams; 142 and 143 
with lower than predicted scores for working in teams)were removed from 
the analysis. At this point two multivariate outliers were identified and 
removed from the next run (cases 153 and 166). Two of the four variables, 
team factor 1 and working with other disciplines, contributed significantly
to the regression (R2 = .62; Adjusted R2 = .62; pc.Ol).
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In an attempt to increase the value of R2, this three variable model was 
tested using transformed scores for the independent variables alone and for 
both the independent variables and dependent variables. The value of R2, 
adjusted R2 and multiple R are shown below. As the improvement in 
adjusted R was only 2% with independent scores transformed and 
decreased with both dependent and independent scores transformed, it was 
decided to accept the model with raw scores for ease of interpretation.
Raw scores Independent Dep/Independent 
Transformed Transformed
R2 .62 .65 .48
Adjusted R2 .62 .64 .47
Multiple R .79 .80 .69
Examination of the multivariate outliers for this analysis (with raw scores)
revealed that case 153 had higher scores on team factor 1 (instrumentality)
and lower scores on working with other disciplines than the rest of the 
sample. Case 166 had lower scores on team factor 1 and working with other 
disciplines. The comparison of scores for these variables is shown below.
Instrumentality (FI ) Other disciplines
Sample mean 21.725 44.016
Case 153 31.000 31.000
Case 166 14.000 28.0000
Results are shown in Table 23.
T ab le  23 . Standard m ultip le regression o f  team  factor 1 and w orking w ith other d iscip lin es on  w orking in team s
Variables working in team factor 1 work with other B
teams(DV)
team factor 1 -.363
work with other .767 -.283
disciplines
Means 43.923 21.747
Standard deviations 4.083 4.395
**p< . 0 1
a Unique variability = 50;shared variability=.
disciplines
ß
44.049
4.612
-.1479** -.16
.6395** .72
sr2 
(unique)
.02
.48
R =.61a
Adjusted R2=..61
R_78**
Table 24: Standard multiple regression of team factor 1 . team factor5 and the product of team factor l*team factor 5  on working in teams
Variables Work in 
teams(DV)
team factor 1 team factor 5 product fl*f5 B Beta sr2
team factor 1 -.356 -2.260** -2.47 .06
team factor 5 .318 -.066 -1.034* -.78 . 0 2
product fl*f5 -.157 .882 .401 .0654** 2.34 .05
means 43.925 21.715 29.366 636.780
S.D 4.056 4.430 3.070 144.638 R2=.26a
Adjusted R2=.25
Multiple R=.51**
**p< . 0 1  ;*p< . 0 2  .............
a Unique variability=.13; shared variability=.13
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M o d e l d e v e lo p m e n t f o r  "working in team s" as the d ep en d en t va r ia b le  an d  
s ta tis t ic a l ly  s e le c te d  in depen den t v a r ia b le s
Team factor 1 (instrumentality) and team factor 5 (team valuing) (selected 
from the results of the canonical correlations) were both significant 
predictor variables (R2 = .21; Adjusted R2 = .20; pc.Ol). There were no 
multivarate outliers. Cases 170 and 188 both had lower (31 and 28 
respectively) than predicted scores (45.16, 41.73) for working in teams and 
were excluded as univariate outliers.
To further investigate these relationships curvilinear regression models were 
explored (due to failure of the linear model to meet the assumptions of 
linearity and homoscedasticity). The variables included in the curvilinear
regression are shown below.
Model 1 Model 2 Model 3
Working in teamfl teamfl teamfl
teams teamf5 teamf5 teamf5
teamfl f5 teamfl f5 teamfl f5
teamfl sq teamf5 sq *
teamf5 sq
*all variables significant at this point 
(teamflinstrumentality; teamf5=team valuing)
Examination of R2 (.20;.25) and adjusted R2 (.19;.24) for the linear and 
curvilinear equations show that there was a .05 or 5%  increase. It was 
decided to accept the curvilinear model due to this increase. The three 
variables in the model are team factor 1, team factor 5 and a variable 
representing the product of the two factors or an interaction between them.
Results are shown in Table 24 (previous page).
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C o m p a riso n  o f  p r e d ic to r  va r ia b le  se ts
The theoretically and statistically derived sets of predictors were compared 
using the z score (as described in section 7.5.5). The obtained z score of 
6.43 was higher than the critical z score of 2.11 (p < .025 for two sets of 
predictors) indicating that the theoretically derived set of predictors is a 
significantly better set of predictors than the statistically derived set.
8.2.3.b Regression results: team work skills as dependent variable
M o d e l d eve lo p m e n t f o r  "team  w o rk  skills"  as the depen den t va r ia b le  a n d
th e o re tic a lly  se le c te d  in depen den t va r ia b le s
The results of the regressions using team work skills as the dependent 
variable revealed that across these analyses only five independent variables 
exerted significant influence on the dependent variable. These results are 
shown in Appendix Thirteen. The regression modelling therefore continued 
with these five independent variables which were political skills, my power, 
role clarity, colleague relationships, team factor 5 (team valuing). The first 
regression run revealed one univariate outlier (case 8 with a lower score for 
team work skills than predicted) which was removed for the next run. The 
second run revealed that three (political skills, role clarity and colleague 
relationsh ips) o f the five  independent variables were contributing  
significantly to the equation. In addition, two multivariate outliers (cases 
153, 34) were identified. The third run included the three variables 
contributing to the equation with both the previously identified univariate 
outlier and the multivariate outliers excluded (R2 = .32; Adjusted R2 = .30;
p<.01).
In an attempt to improve the values of R2 and to improve linearity and 
heteroscedasticity the analysis was done using independent variables 
transformed and both dependent and independent variables transformed. A 
comparison of the results for the three analyses are below.
Raw scores Independent Dep/Independent
Transformed Transformed
R2 .32 .31 .33
Adjusted R2 .31 .30 .32
Multiple R .56 .60 .58
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For ease of interpretation it was decided to accept the model without 
transformed scores as there was only an increase of 2%  in adjusted R2 with 
both dependent and independent variables transformed and a decrease with 
independent variables alone transformed. A three variable model with 
political skills, role clarity and colleague relationships was accepted as the 
model of best fit (on theoretical grounds) for the dependent variable of team 
work skills. Results are shown in Table 25.
The multivariate outlier case 153 had higher values for political skills and 
role clarity and lower values for colleague relationships than the sample 
means. Case 34 by comparison had a higher score for political skills and 
lower scores for role clarity and colleague relationships. These comparisons 
are summarised below.
Pol skills Role Clarity Colleague rei
Sample mean 2.754 3.817 4.094
Case 153 3.000 5.000 2.000
Case 34 4.000 3.000 2.000
M o d e l d eve lo p m e n t f o r  "team w ork  skills"  a s  the d epen den t va r ia b le  w ith  
cu rren t sk ill le ve ls  a s  the in depen den t v a r ia b le s
The following sequence of variable removal and outlier identification 
occurred: case number 8 identified as univariate outlier (lower value for 
team work skills than expected), awareness of how the team functions as a 
system (.8980) and knowledge of team work theory (.7188) removed; 
communication skills (.9840) and knowledge of the treatment approaches of
T ab le  25: Standard m ultip le regression  o f  co llea g u e  relationships, political sk ills and role clarity on team  w ork sk ills
Variables team work 
skills(DV)
colleague
relationships
political
skills
role clarity B — ? -------------------
(unique)
colleague .355 .2685** .23 .05
realtionships
political skills .404 .174 .2358** .35 . 1 1
role clarity .396 .238 .367 .1902** . 2 0 .03
Means 3.686 4.094 2.754 3.817
Standard deviations .715 .573 1.025 .706 R2=.32a
Adjusted R2=.30
R=.56**
**p< . 0 1
a Unique variability = 19;shared variability=.13
Table 26: Standard multiple regression of negotiation and conflict resolution skills, an understanding of the impact of changing political environemnts on future- 
role and maintaining a professional identity in a team environemnt on team work skills
Variables Team work 
skills (DV)
negotiation
skills
political
environment
professional
identity
B Beta sr2
(unique)
negotiation skills .348 .2023** . 2 2 .04
political environment .285 .234 .1 1 2 0 * .16 . 0 2
professional identity .402 .307 .238 .2772** .30 .08
means 3.686 3.388 3.048 3.824
standard deviations .703 .762 1.036 .750 R2 =.24a
Adjusted R2=.23
**p< . 0 1  ; p< . 0 2
a Unique variability=.14; shared variability=.10
................................. ^ «49 ^
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other professionals (.5145) removed; decision making skills (.3287) 
removed; presentation skills for meetings (.3578) removed; assertion skills 
(.2138) removed; skills to explain role clearly to other health professionals 
(.1407) removed, team building skills removed. The resulting three variable 
model was accepted which included negotiation and conflict resolution 
skills, an understanding of the impact of changing political environments on 
future role and the ability to maintain a professional identity in a team 
environment. As previous transformations with variables using a limited 
scale of 1-5 had not resulted in any improvements to R2 it was decided not 
to conduct further regressions for this analysis. Results are shown in Table 
26 (previous page).
M o d e l d eve lo p m e n t f o r  "team w o rk  skills"  as the depen den t va r ia b le  an d  
s ta tis tic a lly  se le c te d  in d ep en d en t va r ia b le s
Both independent variables, team factor 4 (powerlessness) and team factor 5 
(team valuing) were significant in the model. No multivariate outliers were 
identified and the univariate outlier, case 8, had a lower (1) than predicted 
score (3.05) for team work skills. (R2=.09; Adjusted R2=.08; p<.01).
The curvilinear regression analysis proceeded as follows:
Model 1 Model 2 Model 3
teamf4 teamf4 teamf4
teamf5 teamf5 teamf5
teamf4sq tmf4sq teamf4sq
teamf5sq tmf4f5 *
tmf4f5
*all variables significant at this point 
(teamf4=powerlessness; teamf5=team valuing)
Comparison of R2 (.11;.14) and adjusted R2 (.10;.12) for the linear and 
curvilinear models reveals that there was only a .03 and .02 increase in 
values for the curvilinear model. The aim of the curvilinear regression was
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to achieve substantial increases in these figures. It was not felt that the 
increase was sufficient to warrant complicating interpretation by the addition 
of a squared term. The linear model was accepted as the model of best fit 
for statistically selected independent variables. Results are shown in Table 
27.
C o m p a riso n  o f  p r e d ic to r  va r ia b le  se ts
The three sets of predictors were compared using the z score. The z score of 
13.97 is higher than the critical z score of 2.45 (p<.01 for three sets of 
predictors) indicating the theoretically derived set is a significantly better 
predictor set than the skills set of independent variables.
A z score of .87 was lower than the critical z score of 2.45 indicating that 
there was no significant difference between the statistically derived set of 
predictors and the skills set of predictors.
A z score of 6.43 is bigger than the critical z score of 2.45 indicating that 
the theoretically derived set is a significantly better predictor set than those 
derived statistically.
8.2.3,c Regression results: mv power as dependent variable
M o d e l  d e v e lo p m e n t  f o r  "my p o w e r "  a s  th e  d e p e n d e n t  v a r ia b le  a n d
th e o re tic a lly  se le c te d  in depen den t va r ia b le s
The results of the regressions for my power as the dependent variable 
revealed one univariate outlier (case 166 with a much lower than predicted 
score for my power) and two multivariate outliers (cases 8 and 34). These 
plus the variable team factor 1 (p=.5550) were removed from the next run. 
On the subsequent two runs non significant variables role confidence 
(p=.3011) and political skills (p=.2070) were removed from the model. This 
resulted in a three variable model. Further analyses were conducted with 
transformed scores for the independent variables alone and for both the 
independent and dependent variables. These results are compared below.
T able 27: Standard m ultip le regression  o f  team  factor 4  and team  factor 5 on  team  w ork sk ills
Variables Team work 
(DV)
team factor 4 team factor 5 B ..... Beta sr2
(unique)
team factor 4 -.248 -.0623** -.24 .05
team factor 5 .169 -.027 .0372* .16 .03
means 3.676 1 0 . 0 1 1 29.404
standard deviations .691 2.697 3.013 R2 =.09a
Adjusted R2=.08
.............................................................. Multiple R=.30**
**n<’ 0 1  **« 0̂9 ...... . ....................................... .
a Unique variability=.08; shared variability=.01
Table 28 Standard multiple regression of transformed scores for role clarity, team factor 4 (personal power) and team work skills on transformed score for mv 
power ' ■
Variables My power 
(trans-DV)
role clarity 
(trans)
team factor 4 
(trans)
team work 
skills(trans)
B sr2
role clarity(trans) .433 .8713** .27 .06
team factor 4(trans) .481 .227 .6779** .36 . 1 2
team work skills .411 .396 .297 .6598** . 2 0 .03
(trans)
Means 3.501 1.457 3.143 1.513
Standard deviations .791 .249 .421 .234 R2 =.37a
Adjusted R2=.36
..................... ,.. R=.61**
a Unique variability = 21;shared variability=.16
ro
Raw Scores Independent Dep/Independent 
Transformed Transformed
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R2 .32 .33 .37
Adjusted R2 .31
Multiple R .56 .57
.3 1 .36
.63
Due to a 5% increase in the value of adjusted R2 it was decided to accept 
the model with both dependent and independent variables transformed as the 
model of best fit. The three variable model included the transformed scores 
for role clarity, team work skills and team factor 4 (powerlessness). Results 
are shown in Table 28 (previous page).
A number of univariate outliers were identified for the analyses with both 
sets of scores transformed. These were cases 78, 120, 131 with lower than 
expected values for the transformed score on power and id 166 with a 
higher than expected score.
M o d e l  d e v e lo p m e n t  f o r  "my p o w e r "  a s  th e  d e p e n d e n t  v a r ia b le  a n d  
s ta tis t ic a lly  s e le c te d  in depen den t va r ia b les
Team factor 4 (powerlessness) and team factor 5 (team valuing) were both 
significant in the linear model. The only univariate outlier, case 166, had a 
lower (28) than predicted score (43.31) for my power. No multivariate 
outliers were detected.
The curvilinear model development is outlined below:
Model 1 Model 2 
Mypower teamf4 teamf4
teamf5 teamf5 
teamf4f5 teamf4f5 
teamf4 sq teamf5 sq 
teamf5 sq *
*all variables significant (teamf4=powerlessness; teamf5=team valuing)
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R2 for the linear regression was .25 and for the curvilinear regression was 
.27. Adjusted R2 for the linear and curvilinear equations were .24 and .25 
respectively. The aim of the curvilinear regression was to substantially 
increase these values. As can be seen this did not occur, so the linear 
regression was accepted for the statistically selected variables. Results are 
shown in Table 29.
C om parison  o f  p r e d ic to r  v a r ia b le  se ts
The two predictor sets were compared using the z score. An obtained z 
score of -1.02 is lower than the critical z score of 2.11 (p<.025 for two 
predictor sets), indicating there is no significant difference between the 
theoretically and statistically derived predictor sets of variables.
8.2.3.d Regression results: working with other disciplines as dependent 
variable
M o d e l d eve lo p m e n t f o r  "w ork in g  w ith  o th er  d isc ip lin es"  a s  the depen den t 
va r ia b le  a n d  th e o re tic a lly  s e le c te d  in depen den t va r ia b le s  
Regression results for working with other disciplines as the dependent 
variable revealed three univariate outliers (cases 25, 98 and 166 with 
smaller than expected values for the dependent variable) which were 
removed for the next analysis. Also removed for this analysis were two non 
significant variables, colleague relationships (p=.7741) and the concept 
hierarchies (p=.7597). The third run revealed two multivariate outliers 
(cases 34 and 138) which were removed for the next analysis. In the next 
runs the following non significant variables and multivariate outliers were 
removed: conflict (p=.7457); cases 57 and 8; political skills (p=.5676); role 
confidence (p=.2040); role clarity (p=.3810); team work skills (p=.1717); 
team factor 5 (team valuing) (p=.1189); cases 188 and 78. Because a 
number of independent variables had been removed from the equation, 
several analyses were performed returning various multivariate outliers to 
the sample. This resulted in a final model with two multivariate outliers 
removed (cases 188 and 78) and including two independent variables,
Table 29: Standard m ultiple regression o f  team factor 4  and team factor 5 on my power
Variables My power 
(DV)
team factor 4 team factor 5 B “ P---- si2
(unique)
team factor 4 
team factor 5
-.453
.192 -.031
-.8936**
.3184**
-.45
.18
. 2 0
.03
Means
Standard deviations
37.283
5.398
10.070
2.702
29.348
3.020 R2 =.24a
Adjusted R2=.23
R-49**
**p< . 0 1
a Unique variability = 23;shared variability= . 0 1
Table 30: Standard multiple regression of working in teams and mv power on working with other disciplines
Variables Other
disciplines
(DV)
working in teams my power B HP— sr2
(unique)
working in teams .760 .8082* .73 .51
my power .285 .244 .0882** . 1 1 .0 1
Means 44.158 43.957 37.234
Standard deviations 4.469 4.053 5.353 R2 =.59a
Adjusted R2=.58
r_ 77**
**p<.01 *p<.05
a Unique variability = 52;shared variability=.07
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working in teams and my power. Comparison of results for raw scores and 
transformed scores are shown below.
Raw scores Independent Dep/Independent
Transformed Transformed
R2 .59 .37 .43
Adjusted R2 .59 .36 .42
Multiple R .77 .60 .66
The raw scores were clearly superior to the transformed scores for this 
analysis. Results are shown in Table 30 (previous page).
Scores for the multivariate outliers are shown below.
Sample mean 
Case 78 
Case 188
My power 
37.195
49.000
28.000
Working in teams 
43.889
33.000
28.000
One multivariate outlier for this analysis had much lower values for both 
independent variables while the other had a much higher value for my 
power and a lower value for working in teams.
M o d e l d eve lo p m e n t f o r  "working w ith  o th er  d isc ip lin es"  as the depen den t 
va ria b le  a n d  s ta tis tic a lly  s e le c te d  in depen den t v a r ia b le s  
The independent variables team factor 1 (intsrumentality) and team factor 5 
(team valuing) were both significant. No multivariate outliers were 
identified. The one univariate outlier had a lower (28) than predicted score 
(47.48) for working with other disciplines.
The curvilinear modelling was as follows:
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Model 1 Model 2 Model 3
Work with teamfl teamfl teamfl
other teamf5 teamf5 teamf5
disciplines teamfl f5 teamfl f5 teamfl f5
teamfl sq 
teamf5 sq
teamf5 sq *
*all variables significant at this point 
(teamflinstrumentality; teamf5=team valuing)
Comparison of the values for R2 (.16;.19) and adjusted R2 (.15;.17) for the 
linear and curvilinear models reveals only a 3% increase in R2 and a 2% 
decrease in adjusted R2. It was decided to accept the linear model for this 
dependent variable. Results are shown in Table 31.
C om parison  o f  p r e d ic to r  va r ia b le  se ts
The z score was used to compare the predictor sets. There was a significant 
difference between the predictor sets with an obtained z score of 5.50 being 
bigger than the critical score of 2.11 (p<.025 for two predictor sets). The 
theoretically derived set is a better set of predictors than those statistically 
derived.
8.2.3.e Regression results: colleague relationships as dependent variable 
M o d e l d eve lo p m e n t f o r  "colleague rela tionsh ips"  a s  the depen den t variab le  
a n d  th e o re tic a lly  s e le c te d  in depen den t va riab les
The following sequence of outlier and variable removal occurred in the 
model development for the dependent variable colleague relationships: team 
factor 5 (p=.9505) and univariate outliers 34 and 153 (lower than expected 
scores for colleague relationships); multivariate outlier case 138; role clarity 
(p=.6046); team factor 3 (p=.4285); conflict (p=.3011); working in teams 
(p=.1922); role confidence (p=.1356). The model of best fit was a two 
variable model including team work skills and my power. Results for
T able 31: Standard m u ltip le  regression  o f  team  factor 1 and team  factor 5 on w orking w ith other d iscip lin es
Variables Work with other team factor 1
discipines
(DV)
team factor 5 B — ¡7 --------------------
(unique)
team factor 1 
team factor 5
-.288
.299 -.058
-.2858**
.4254**
-.27 .07 
.28 .08
Means
Standard deviations
43.989
4.623
21.774
4.397
29.306
3.080 R2=.16a
Adjusted R2=.15 
R=.40**
**p< . 0 1
a Unique variability = 15;shared variability=.01
Table 32: Standard multiple regression of team work skills and mv Dower on colleague relationships
Variables Colleague
■JOY)............
team work skills my power B--------------^ sr2
(unique)
team work skills 
my power
.383
.298 .313
.2274** .28 
.0244** .23
.07
.05
Means
Standard deviations
4.085
.595
3.672
.728
37.190
5.403 R2=.18a
Adjusted R2=.17 
R=.42**
**p< . 0 1
a Unique variability = 12;shared variability=.06
analyses with transformed scores and raw scores are below.
Raw scores Independent Dep/Independent
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Transformed Transformed
R2 .18 .18 .19
Adjusted R2 .17 .17 .18
Multiple R .42 .43 .43
Transformed scores failed to increase the value of R2 beyond 1% so the 
model with raw scores was accepted. The results are shown in Table 32 
(previous page).
The one multivariate outlier for this analysis had higher than expected 
values for both of the independent variables.
My power Team work skills 
Sample Mean 37.178 3.672
Case 138 43.000 4.000
M o d e l d eve lo p m e n t f o r  "colleague rela tionsh ips"  as the dep en d en t variab le  
w ith  cu rren t sk ills  a s  the in depen den t v a r ia b le s
The model accepted as the model of best fit had only one variable, 
communication skills. The other variables were removed from the analysis 
in the following order: presentation skills for meetings (p=.8515) and 
knowledge of the treatment approach of other professionals and cases 34 
and 153 (lower than predicted values for colleague relationships); skills to 
explain your role clearly to other professionals (p=.5609) and negotiation 
and conflict resolution skills (p=.4691); multivariate outlier case 40 and 
skills to maintain a professional identity in a team environment. Again 
transformed scores were not used for further analysis. Results are shown in 
Table 33.
T able 33  Standard m ultip le regression  o f  com m unication  sk ills on  co lleagu e relationships
Variables Colleague communicatio B Beta sr2
Relations(DV) n skills (unique)
communication skills .307 .2637** .31 .09
means 4.095 3.968
standard deviations .566 .660
n™nnmmv/jmOTwinniumimwj.iiiw»»rwa««wl« « » ^ ^ ............................................................. ..... „roio-m i
**p< . 0 1
a Unique variability=.09; shared variability=.00
R =.09a
Adjusted R2=.09 
Multiple R=,31**
Table 34: Standard multiple regression of team factor 4 on colleague relationships
Variables Colleague relationships 
(DV)
team factor 4 B -  sr2
(unique)
team factor 4 -.207 -.0429** -.21 .04
Means 4.102 10.016
Standard deviations
n 1
.564 2.727 R2 =.04a
Adjusted R2=.04 
R=.21**
**p< . 0 1
a Unique variability = 04;shared variability=.00
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The niultivariate outlier case 40 had a lower score for current level of 
communication skills (2.00) than the rest of the sample (3.96).
M o d el d eve lo p m e n t f o r  " colleague rela tionsh ips"  a s  the depen den t va riab le  
a n d  s ta tis tic a lly  se le c te d  in d ep e n d e n t va r ia b les
Only one independent variable team factor 4 was significant. No 
multivariate outliers were identified and only one univariate outlier with a 
lower (2) than predicted (3.86) value for colleague relationships.
Model development for the curvilinear equation was discontinued after the 
first round as none of the variables was significant. The variables included 
in the equation are shown below.
Model 1
Colleague teamfl 
relations teamf4 
teamfl f4 
teamfl sq 
teamf4 sq*
*modelling did not continue, no variables significant 
(teamfl instrumentality; teamf4=powerlessness)
The linear model was accepted as the model of best fit for the statistically 
selected variables. Results are shown in Table 34 page (previous page).
C om parison  o f  p r e d ic to r  v a r ia b le  se ts
An obtained z score of -1.80 was lower than the critical z score of 2.45 
(p<.017 for three predictor sets) indicating that there was no significant 
difference between the theoretically derived set and the skills set of 
predictors.
There was similarly no significant difference between the theoretically
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derived and the statistically derived sets of predictors with an obtained z 
score of 1.92.
There was however a significant difference between the skills set and the 
statistically derived set of predictors. The obtained z score of 3.74 was 
larger than the critical z score indicating the skills set is significantly better 
at predicting colleague relationships than the statistically derived set.
8.2.3.f Regression results: political skills as dependent variable.
M o d e l d e v e lo p m e n t f o r  " p o litic a l sk ills"  a s  th e  d e p e n d e n t v a r ia b le  a n d  
th e o re tic a lly  se le c te d  in d ep e n d e n t v a r ia b le s
The sequence of outlier and variable removal for the model development for 
political skills was as follows: team factor 2 (procedural reliance) (p=.7497) 
and multivariate outlier case 34; colleague relationships (p=.8622); conflict 
(p=7304); hierarchies (p=.5110); multivariate outlier case 166; team factor 1 
(instrumentality) (p=.1526); multivariate outlier case 8; team factor 4 
(pow erlessness) (p = .1597 ). R esults for transformed scores for the
independent variables is shown overleaf.
Raw scores Independent
Transformed
R2 .22 .21
Adjusted R2 .21 .20
Multiple R .47 .45
Transformed scores had little influence on R or R2 so the model with raw 
scores was accepted. The model of best fit included the independent 
variables my power and team work. Results are shown below in Table 35.
T ab le  35: Standard m u ltip le  regression  o f  team  w ork sk ills  and m v pow er on  p olitical sk ills
Variables Political skills 
(DV)
team work skills my power B ^ — p ---------------------
(unique)
team work skills .416 .5159** .35 . 1 0
my power .339 .297 .0456** .24 .05
Means 2.746 3.688 37.328
Standard deviations 1.026 . 6 8 6 5.327 R2 =.22a
Adjusted R2=.21
r _  4 7 **
**p< . 0 1
a Unique variability = 15;shared variability=.07
Table 36: Standard multiple regression of negotiaion and conflict resolution skills, assertion skills and having an understanding of the impact of changing 
political environments on future role on political skills
Variables Political 
skills (DV)
negotiation
skills
assertion
skills
political
environment
B Beta sr2
(unique)
negotiation skills .411 .3194** .24 .05
assertion skills .328 .383 .1875** .16 . 0 2
political environment .568 .228 .154 .4889** .49 .23
means 2.751 3.386 3.487 3.063
standard deviations 1.024 .761 .885 1.024 R2 =.43a . . .  . _Adjusted R2=.42 
Multiple R=,65**
**p< . 0 1
a Unique variability=.30; shared variability=.13
tooo
The combination of values for each of the three multivariate outliers for this 
analysis differed. One had an average value for my power and a lower value 
for team work skills; another had lower values for both variables; while the 
third had a lower value for my power but a higher value for team work 
skills.
2 2 9
My power Team work skills
Sample mean 37.328 3.689
Case 34 37.000 2.000
Case 8 24.000 1.000
Case 166 28.000 5.000
M o d e l d e v e lo p m e n t f o r  " p o litic a l sk ills"  a s  th e d e p e n d e n t v a r ia b le  a n d  
cu rre n t sk ills  a s  th e in d ep en d en t v a r ia b le s
The following sequence of variable removal and outlier identification 
occurred for this analysis: case number 8 removed as multivariate outlier, 
awareness of how the team functions (p=.9789) and knowledge of team 
work theory (p=.5860); presentation skills for meetings (p=.4165) and 
knowledge of the treatment approaches of other professionals (p=.5992); 
team building sk ills  (p = .2507); decision  making sk ills (p= .1877); 
communications skills (p=.2333); skills to maintain a professional identity in 
a team environment (p=.0677); skills to explain role clearly to others; case 
26 removed as multivariate outlier. It was decided not to complete analyses 
with transformed scores. The final three variable model of best fit included 
the independent variables negotiation and conflict resolution skills, assertion 
sk ills , and an understanding o f the im pact o f changing p o lit ica l  
environments on future role. Results are in Table 36 (previous page).
M ultivariate outlier case number 8 had the follow ing scores on the 
independent variables compared to the sample means.
Case 8 Mean
negotiation and conflict 4.00 3.39
resolution skills 
assertion skills 
understanding political 
environment effect on role
This respondent's self rating for current level of assertion skills is nearly 2.5 
points lower than the mean for the rest of the sample while their scores for 
negotiation skills and understanding political environments are marginally 
higher.
M o d e l d e v e lo p m e n t f o r  " p o litic a l sk ills"  a s  th e  d e p e n d e n t v a r ia b le  a n d  
s ta tis t ic a l ly  s e le c te d  in d ep en d en t v a r ia b le s
Both independent variables, team factor 4 (powerlessness) and team factor 5 
(team valuing) were significant. There were no multivariate or univariate 
outliers detected.
Curvilinear model development was as follows.
Model 1 Model 2 Model 3 
teamf4 teamf4 teamf4 
teamf5 teamf5 teamf5 
teamf4sq teamf4sq teamf4sq 
teamf5sq teamf5sq * 
teamf4f5
*all variables significant (teamf4=powerlessness; teamf5=team valuing)
Comparison of R2 (.13;.15) and adjusted R2 (.12;.14) for the linear and 
curvilinear models reveals only a .02 increase for the curvilinear model. 
This increase was not felt to be substantial enough to warrant selecting the 
curvilinear modle as the one of best fit. The linear model was therefore 
selected as the model of best fit for statistically derived independent 
variables. The results are in Table 37.
2 3 0
1.00 3.49
4.00 3.05
T able 37: Standard m ultip le regression  o f  team  factor 5. team  factor 4  on political sk ills
Variables Political skills 
(DV)
team factor 4 team factor 5 B T ----- sr2
(unique)
team factor 4 -.249 -.0884** -.24 .06
team factor 5 .265 -.043 .0852** .25 .06
Means 2.762 10.042 29.381
Standard deviations 1 . 0 1 1 2.725 3.022 R2=.13a
Adjusted R2=.12
R=.36**
**p< . 0 1
a Unique variability = 12;shared variability=.01
Table 38: Standard multiple regression of negotiation and conflict resolution skills, assertion skills, and having an understanding 
of the impact of changing political environments on future role on political skills
Variables political negotiation assertion political B
— p
sr2
skills(DV) skills skills environment (unique)
negitiation skills .411 .3194** .24 .05
assertion skills .328 .383 .1875** .16 . 0 2
political
environment
.568 .228 .154 .4889** .49 .23
Means 2.751 3.386 3.478 3.063
Standard deviations 1.024 .761 .885 1.024 R2 =.43a
Adjusted R2=.42 
R=.65**
**p< . 0 1
a Unique variability = 30;shared variability=.13 tou>
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C o m p a riso n  o f  p r e d ic to r  v a r ia b le  se ts
The two predictor sets with the highest values for Multiple R , the 
theoretically derived set and the skills set, were compared. The obtained z 
score of -3.22 was significantly lower than the critical score of -2.11 
indicating that the skills set is significantly better at predicting scores for 
political skills than the theoretically derived set.
8.2.3.g Regression results: role confidence as dependent variable
M o d e l d e v e lo p m e n t f o r  "role c o n fid en ce "  a s  th e  d e p e n d e n t v a r ia b le  a n d
cu rren t sk ills  a s  in depen den t v a r ia b le s
A four variable model was accepted as the model of best fit. This included 
assertion sk ills, skills to maintain a professional identity in a team 
environment, skills to explain role clearly to other health professionals and 
presentation skills for meetings. Variable removal occurred as follows: 
communication skills (p=.7496) and univariate case number 143 (lower than 
predicted value for role confidence) negotiation and conflict resolution skills 
(p=.7587) and skills for developing OT protocols (p=.4000); knowledge of 
OT theoretical frameworks (p=.4938); knowledge of the treatment 
approaches of other professionals (p=.2893); decision making skills. No 
further analyses with transformed scores were computed. Results are in 
Table 38 (previous page).
M o d e l d e v e lo p m e n t f o r  "role co n fid en ce "  a s  th e  d e p e n d e n t v a r ia b le  an d  
s ta tis tic a lly  d e te rm in e d  in d ep en d en t v a r ia b le s
Both variables in this model team factor 3 and team factor 4, were 
significant. No multivariate outliers were detected and only one univariate 
outlier with a lower (1) than predicted (3.81) score on role confidence.
Curvilinear model development was discontinued after three rounds as there 
was only one of the original variables significant at this point. None of the 
quadratic terms were significant. The variables included in each of the three 
rounds are shown below.
Model 1 Model 2 Model3 
teamf3 teamf3 teamf3 
teamf4 teamf4 teamf4 
teamOsq teamf3sq teamf4sq 
teamf4sq teamf4sq * 
teamf4f5
* modelling discontinued at this point
The linear model was accepted as the model of best fit. Results are in Table 
39.
C o m p a riso n  o f  p r e d ic to r  va r ia b le  se ts
An obtained z score of -6.05126 was lower than the critial score of -2.11 
for two predictor sets. This indicates that the skills set is a significantly 
better predictor set than the statistically derived set.
8.2.3.h Regression results: conflict as the dependent variable
M o d e l d e v e lo p m e n t f o r  "c o n flic t" a s  the d ep en d en t v a r ia b le  a n d  s ta tis tica lly
s e le c te d  in d e p e n d e n t v a r ia b le s
The three independent variables, team factor 2 (procedural reliance), team 
factor 3 (role insecurity) and team factor 5 (team valuing) were all 
significant in the model. No multivariate outliers were identified. However 
a number of univariate outliers were identified. These were cases 34 with a 
much higher than predicted value for conflict, 116 and 168 with much lower 
than predicted values for conflict. The actual scores are shown below: 
case 34 48
case 116 9 
case 168 9 
predicted 29.23
This suggests that the results will not generalise to those with extreme 
feelings in either direction about the concept of conflict.
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Table 39: Standard m ultiple regression o f  team  factor 3 and team factor 4  on role confidence
Variables Role
confidence
(DV)
team factor 3 team factor 4 B T ----- sr2
(unique)
team factor 3
169
.0538** .18 .03
team factor 4 -.277 .023 -.0771** -.28 .08
Means 3.876 20.366 10.027
Standard deviations .750 2.446 2.738 R2= .l la
Adjusted R2=.10
R=.33**
**p<.01
a Unique variability = 1 l;shared variability=.00
Table 40: Standard multiple regression of team factor 2. team factor 3 and team factor 5 on conflict
Variables conflict team factor 2 team factor 3 team factor 4 B P sr2
(DV) (unique)
team factor 2 -.247 -.2380** -.21 .04
team factor 3 -.234 .195 -.4880** -.21 .04
team factor 5 .176 .037 .086 .3689** .20 .04
Means
Standard deviations R2=.14a
Adjusted R2=.12
R_37**
**p<.01 *p<.05
a Unique variability = 12;shared variability=-.02 234
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Curvilinear model development was discontinued after three rounds as there 
were no significant variables at this point. The variables included in each of 
the three rounds are shown below.
Model 1 Model 2 Model 3
Conflict teamf2 teamf2 teamf2
teamf3 teamf3 teamf5
teamf5 teamf5 teamf2f5
teamf2f3 teamf2f5 teamf2sq
teamf2f5 teamf2 sq * 
teamf3f5 teamf3 sq 
teamf2 sq 
teamf3 sq 
teamf5 sq
*no significant variables at this point
(teamf2=procedural rehance; teamf3=role insecurity; teamf5=team valuing).
The linear model was accepted for this dependent variable. Results are 
shown in Table 40 (previous page).
8.2.3.i Regression results: role clarity as the dependent variable
M o d e l  d e v e lo p m e n t  f o r  " ro le  c la r i ty "  a s  th e  d e p e n d e n t v a r ia b le  a n d
s ta tis t ic a lly  s e le c te d  in d ep e n d e n t v a r ia b le s
The independent variables team factor 4 (powerlessness) and team factor 3 
(role insecurity) were both significant. The only univariate outlier, case 71, 
had a lower (2) than predicted score (4.07) for role clarity. No univariate 
outliers were detected.
The variables and model development for the curvilinear equation are 
shown below. In this instance team factor 4 was the only significant 
variable after two rounds. The linear model, therefore, with two independent 
variables was accepted as the model of best fit for statistically selected 
variables (Table 41).
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Model 1 Model 2
Role teamf3 teamf4
Clarity teamf4 teamf4 sq
teamf3f4 *
teamf3 sq
teamf4 sq
*teamf4 only significant variable, modelling stopped 
(teamf3=role insecurity; teamf4=powerlessness)
8.2.3.1 Summary of regression results
The Table on page 138 summarises the results of the regression analyses. 
The table shows the best predictor set/s for each of the independent 
variables.
Table 41: Standard m ultiple regression o f  team factor 3 and team factor 4  on role clarity
Variables Role clarity
j j m ............
team factor 3 team factor 4 B n*— sr2
(unique)
team factor 3 
team factor 4
.225
-.248 .033
.0654**
-.0640**
.23
-.26
.05
.07
Means
Standard deviations
3.838
.688
20.362
2.453
10.054
2.750 R2=.12a
Adjusted R2=. 11
r-34**
**p<.01
a Unique variability = 12;shared variability=.00
T a b le  4 2 : R eg r e ss io n  a n a ly s is  resu lts  su m m ary
Dependent Variable
working in teams
Independent variables
instrumentality factor 
working with other disciplines
team work skills political skills 
role clarity
colleague relationships
my power powerlessness factor 
team valuing factor 
role clarity 
team work skills
working with other disciplines working in teams 
my power
colleague relationships team work skills 
my power
communication skills
political skills negotiation and conflict resolution skills 
assertion skills
understanding political environment
role confidence assertion skills
skills to maintain a professional identity 
skills to explain role clearly to others 
presentation skills for meetings
conflict procedural reliance factor 
role insecurity factor 
team valuing factor
role clarity role insecurity factor 
powerlessness factor
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8.2.4 Analysis of Variance
The results of the analyses of variance are shown below. For each analysis 
which was significant two tables are shown. The first shows the mean 
scores of the dependent variable and the cell size by the independent 
variable. The second shows the analysis results outlining the sums of 
squares, degrees o f freedom, the mean squares, the F ratio and the 
probability for each independent variable in the analysis. For non significant 
analyses only the mean scores table is shown.
8.2.4.a Semantic Differential Scores bv Level of Position
Table 43 presents the mean scores for each of the semantic differential
scores by level of position.
Table 43: Mean semantic differential scores bv level of position
Variable Grade 1 Grade 2 Grade 3 Grade 4 Grade 5
My power 36.29 37.35 38.04 43.43 44.60
(97)' (43) (25) (7) (5)
Conflict 29.06 31.67 30.08 32.29 32.40
(96) (43) (25) (7) (5)
Working in 43.98 42.84 44.4 44.14 41.60
teams (96) (43) (25) (7) (5)
Hierarch. 25.89 25.09 30.84 25.57 25.20
(97) (43) (25) (7) (5)
Work with 44.11 44.14 44.36 43.57 39.4
other disc (96) (42) (25) (7) (5)
(* = N)
One way analyses of variance of these results are presented in Table 44 .
Table 44: One way analyses of variance of semantic differential scores by 
level of position
SS DF MS F P <
My power 642.35 4 160.59 6.45 .0001
Conflict 269.65 4 67.41 1.81 .1290
Working in 
teams
75.16 4 18.79 .0.97 .4221
Hierarch. 602.66 4 150.66 2.70 .0326
Work with 
other disc
112.44 4 28.11 1.26 .2860
The cell sizes shown in Table 42 indicate a big difference in N between 
grades for each dependent variable. This may render results unreliable by 
increasing the chances of either a type I or type II error.
To compensate for this, grades 4 and 5 were combined into one category 
representing heads of department regardless of the department's size. 
Respondents were randomly sampled from each of the 3 other grades to 
better equalise the cell sizes. One way analysis of variance was then 
computed for the samples. Results are shown below in Tables 45 and 46.
The Tukey-HSD procedure indicates that scores for respondents in Head of 
department positions are significantly different for mypower than those 
respondents in the other three grades. Their mean scores indicate they are 
significantly more positive about the concept mypower than the other 
therapists in lower grades.
Therapists views on hierarchies related to their grades was approaching 
significance. It may be, that with a larger and more balanced sample this 
result would be significant. Further research is needed to determine this.
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Table 45: Mean semantic differential scores bv level of position for sub 
sample
Variable Grade 1 Grade 2 Grade 3 Grade 4
My power 36.29 (15)* 37.35(15) 38.04(15) 43.43
(12)
Conflict 29.06(15) 31.67(15) 30.08(15) 32.29
(12)
Working in 
teams
43.98(15) 42.84(15) 44.4(15) 44.14
(12)
Hierarch. 25.89(15) 25.09(15) 30.84(15) 25.57
(12)
Work with 
other disc
44.11(15) 44.14(15) 44.36
(15)
43.57
(12)
r = N)
Table 46: One way analyses of variance of semantic differential scores bv 
level of position sub sample
SS DF MS F P <
My power 642.35 4 160.59 6.45 .0001
Conflict 269.65 4 67.41 1.81 .1290
Working in 
teams
75.16 4 18.79 .0.97 .4221
Hierarch. 602.66 4 150.66 2.70 .0326
Work with 
other disc
112.44 4 28.11 1.26 .2860
8.2.4.b Semantic Differential Scores bv Highest Qualification Held 
Table 47 presents the mean semantic differential scores according to the 
highest qualification held by respondents.
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Table 47: Mean semantic differential scores hy hifhggt qualification
Variable Diploma Bachelors
degree
Graduate cert. Masters
degree
My power 37.89(46) 36.92(131) 35.38(8) 40.14(7)
Conflict 29.28(46) 29.80(130) 35.00(8) 32.43(7)
Working in 
teams
44.85(46) 43.33(130) 43.75(8) 44.29(7)
Hierarch. 26.93(46) 26.37(131) 20.38(8) 28.71(7)
Work with 
other dis
44.89(45) 43.53(130) 44.00(8) 43.29(7)
None of the analyses of variance were significant between the semantic 
differential scores and highest qualification held. Further analysis was not 
conducted.
8.2.4.C Semantic differential scores bv type of team
The mean semantic differential scores according to the type of team 
respondents worked in are shown in Table 48.
Table 48: Mean semantic differential scores bv type of team
Variable Multi Multi/ Interdis Interdis/tran Trans
interdis s
My power 36.66 37.29 37.04 37.61 36.38
(8)' (45) (96) (31) (8)
Conflict 31.38 30.14 29.35 31.13 30.00
(8) (44) (96) (31) (8)
Working in 43.5 42.09 44.45 44.68 44.00
teams (8) (45) (96) (31) (8)
Hierarch 24.25 26.16 27.55 24.55 23.25
(8) (45) (96) (31) (8)
Work with 41.38 42.49 44.33 45.45 43.63
other dis (8) (45) (96) (* = N) (29) (8)
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One way analyses of variance of these results are presented in Table 49.
Table 49: One way analyses of variance of semantic differential scores by 
type of team
Variable SS DF MS F P <
My power 15.65 4 3.91 .1302 .9712
Conflict 94.97 4 23.74 .6458 .6447
Working in 
teams
196.25 4 49.06 2.780 .0283
Hierarch 352.75 4 88.19 1.557 .1877
Work with 
other dis
228.76 4 57.19 2.501 .0441
Mean scores in Table 48 again indicate discrepancies in cell sizes. Because 
these results were approaching significance it was decided to do further 
analyses. To decrease the chance of either a type I or type II error further 
analyses were conducted using samples from each team type. The categories 
multidisciplinary and multi/interdisciplinary were combined as were 
inter/transdisciplinary and transdisciplinary. Interdisciplinary remained a 
category on its own.
Results of these analyses are shown in Tables 50 and 51.
Due to the fact that this analysis involves five dependent variables, the .01 
level was used to determine significance. None of the analyses are therefore 
significant. However, results for hierarchies and working with other 
disciplines are approaching significance. A review of the mean scores (and 
the Tukey-HSD procedure) according to type of team indicates that 
therapists working in interdisciplinary teams are much more positive about 
hierarchies that those in transdisciplinary teams or those approaching 
transdisciplinary.
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Those in multidisciplinary teams or those approaching multidiscilinary 
teams are less positive about working with other disciplines than those in 
teams which approach or are transdisciplinary. Further research is needed to 
investigate these relationships.
Table 50: Mean semantic differential scores by typp 
of team sub sample
Variable Multi/
interdis
Interdis Interdi 
s/trans
My power 37.41
(37)
36.42
(36)
37.36
(39)
Conflict 31.11
(36)
29.19
(36)
30.90
(39)
Working 
in teams
42.57
(37)
44.50
(36)
44.54
(39)
Hierarch 26.35
(37)
28.89
(36)
24.28
(39)
Work with 
other dis
42.43
(37)
44.39
(36)
45.05
(37)
r = n )
Table 51: One wav analyses of variance of semantic 
differential scores bv type of team sub sample
Variable SS DF MS F P <
My power 22.78 2 11.39 .3555 .7016
Conflict 80.15 2 40.08 1.055 .3516
Working 
in teams
94.48 2 47.24 2.559 .0820
Hierarch 397.79 2 198.90 3.079 .0500
Work with 
other dis
137.24 2 68.62 3.0024 .0539
8.2.4.d Semantic differential scores bv type of facility
The mean semantic differential scores according to the type of facility
respondents worked in are shown in Table 52.
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Table 52: Mean semantic differential scores hy typ<* nf
Variable Priv
Hosp.
Commun.
centre
General
Hosp.
School Manage­
ment
My power 39.22 36.23 37.42 37.13 41.5
(9) (46) (86) (8) (2)
Conflict 30.67 30.80 29.59 29.88 26.5
(9) (46) (85) (8) (2)
Working in 44.11 43.59 43.78 44.88 44.00
teams (9) (46) (85) (8) (2)
Hierarch 26.78 25.67 27.08 23.00 27.00
(9) (46) (86) (8) (2)
Work with 43.11 44.04 44.13 43.88 44.5
other dis (9) (45) (85) (8) (2)
None of the analyses of variance were significant between the semantic 
differential scores and the type of facility respondents worked at. It was 
decided not to re code this data for further analysis as it was felt that 
combining categories would lead to results which were difficult to interpret 
due to the disparate nature of the categories.
8.2.4.e Semantic differential scores bv age
The mean semantic differential scores according to respondents age are 
shown in Table 53.
Table 53: Mean semantic differential scores bv age
Age MyPower Conflict Working 
in teams
Hierar­
chies
Other
Disc.
21-25 36.31 29.29 43.14 24.89 44.00
(35) (34) (35) (35) (35)
26-30 36.05 30.20 43.07 24.88 42.78
(56) (56) (56) (56) (55)
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Age MyPower Conflict Working 
in teams
Hierar­
chies
Other
Disc.
31-35 37.65 29.84 43.97 26.87 43.93
(31) (31) (31) (31) (30)
36-40 39.46 32.39 43.63 27.89 44.32
(28) (28) (27) (28) (28)
41-45 35.14 26.43 44.43 25.93 43.93
(14) (14) (14) (14) (14)
46-50 39.00 28.09 46.73 31.00 46.55
( i d ( i d ( i d ( i d ( i d
51-55 39.33 32.33 42.44 28.00 42.67
(9) (9) (9) (9) (9)
56-60 37.86 30.43 46.57 26.00 46.14
(7) (7) (7) (7) (7)
61-65 42.00 26.00 49.00 42.00 48.00
(i) ( i) (i) (i) ( i)
None of the analyses of variance for the semantic differential scores by age 
were significant. However because of the large range in cell sizes, some of 
which were too small, it was decided to recode the data in an attempt to 
rectify this. Recoding involved collapsing the age ranges 41-45 and 46-50 
into one range and the upper three ranges into one range. The results of 
these analyses are shown in Tables 54 and 55.
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Table 54: Mean semantic differential scores
Age MyPower Conflict Working Hierar- Other
in teams chies Disc.
21-25 36.31 29.29 43.14 24.89 44.00
(35)=N (34) (35) (35) (35)
26-30 36.05 30.20 43.07 24.88 42.78
(56) (56) (56) (56) (55)
31-35 37.65 29.84 43.97 26.87 43.93
(31) (31) (31) (31) (30)
36-40 39.46 32.39 43.63 27.89 44.32
(28) (28) (27) (28) (28)
41-50 36.84 27.16 45.44 28.16 45.08
(25) (25) (25) (25) (25)
51-65 38.88 31.18 44.53 28.00 44.41
(17) (17) (17) (17) (17)
Table 55: One way analyses of variance of semantic differential scores bv age 
recoded
Variable SS DF MS F P <
My power 302.09 5 60.42 2.122 .0646
Conflict 405.38 5 81.08 2.247 .0515
Working in 
teams
122.28 5 24.46 1.290 .2701
Hierarch 400.12 5 80.02 1.427 .2164
Work with 
other dis
113.13 5 22.63 .9576 .4452
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As can be seen from above none of the analyses were significant.
8.2.5 Chi square analysis
The chi-square statistic was calculated for type of team with the variables type of 
facility and major client group serviced. For type of facility (x2 = 78.53, D.F.=24, 
P<.001) and client group serviced (x2 = 55.25, D.F.=28, P<.002) the results were 
significant. Cramer's V was .322 for type of facility and .265 for client group 
indicating fairly weak relationships. However these need to be interpreted with 
caution as 71.4% and 77.5% of cells respectively had expected frequencies of less 
than five.
Type of health care team was recoded to include only three alternatives: 
Multidisciplinary or moving towards multidisciplinary; interdisciplinary; and 
transdisciplinary or moving towards transdisciplinary. The chi-square statistic was 
recalculated. Results were significant and the percentage of cells with expected 
frequencies of less than five decreased. For type of facility x2 = 25.18, D.F.=12 and 
p<.014. Fifty two percent of the cells had small expected frequencies. For client 
group serviced x2 = 24.34, D.F.=14 and p<.042. Fifty eight percent of cells had 
small expected frequencies. It was not possible to collapse these categories any 
further. The frequency tables for these analyses are shown in Tables 56 and 57.
Table 56: Frequency table for type of team bv major client group serviced
multidis interdis transdis
Management 3 2 4
General medical 11 13 2
Paediatrics 13 18 8
Physical/ 
aged rehab
18 46 11
Develop.
Disability
0 5 4
Psychiatric 1 4 4
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multidis interdis transdis
Occupational
rehab.
5 6 6
Other 2 3 0
This seems to indicate a disproportionate number of multidisciplinary teams in 
general medicine and more transdisciplinary teams in developmental disability, 
occupational rehabilitation and psychiatry. This is consistent with the results of the 
qualitative study. Further analysis with larger numbers of respondents working in 
the settings with small cell sizes are required to confirm this.
Table 57: Frequency table for type of team bv type of facility
multidis interdis transdis
private hospital 2 5 2
community centre 12 21 12
general hospital 30 47 7
school 1 3 4
management 0 0 2
rehab unit 7 16 8
other 1 5 4
There seem to be more multidisciplinary teams in general hospitals than the other 
types of facilities. This is also consistent with results of the qualitative study. For 
reasons stated earlier it was decided not to collapse these categories for further 
analysis.
8.3 KNOWLEDGE SKILLS AND ATTITUDES THERAPISTS PERCEIVE 
THEY NEED TO WORK EFFECTIVELY IN A HEALTH CARE TEAM
Occupational therapists rated their colleague relationships (4.07) as their highest 
major skill area. There was little difference between their ratings of their role 
clarity (3.82), role confidence (3.86) and their team work skills (3.67). They felt 
they were least skilled politically with a mean score of only 2.76 from a possible 5. 
The range, mean, median and mode for the five major skill areas are shown in 
Table 58.
Table 58: Major skill area scores
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RANGE MEAN MEDIAN SD
Teamwork
Skills
1-5 3.67 4 .73
Political
Skills
1-5 2.76 3 1.03
Role Clarity 2-5 3.82 4 .71
Role
Confiden.
1-5 3.86 4 .78
Colleague
Relation.
2-5 4.07 4 .61
Occupational therapists identified a significant (pc.Ol) potential learning need for 
each skill/knowledge area listed in section three of the questionnaire. Table 59 
shows the t value, degrees of freedom (d.f) and the probability for each of the 
skill/knowledge areas. Table 60 shows the means for therapists' current and ideal 
level of knowledge/skill.
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Table 59: Paired t-test for current skill level and ideal <;ldn
KNOWLEDGE/SKILL AREAS t
VALUE
D.F. S.D PROB.
1. Negotiation and conflict 
resolution skills
-22.60 191 .78 .001
2. Assertion skills -17.20 191 .88 .001
3. Decision making skills -15.31 191 .76 .001
4. Communication skills -20.44 191 .67 .001
5. An understanding of the impact of 
changing political environments on 
your future role
-17.20 190 .96 .001
6. Quality assurance skills -18.40 191 1.02 .001
7. How to maintain a professional 
identity in a team environment
-11.14 188 .84 .001
8. Skills to explain your role clearly 
to justify your position in the team
-14.99 191 .81 .001
9. Presentation skills for meetings 
and communicating with colleagues
-14.75 190 .93 .001
10. Awareness of how the team 
functions as a system
-9.96 190 .85 .001
11. Knowledge of teamwork theory -15.47 191 1.00 .001
12. Knowledge of OT theoretical 
frameworks to increase confidence
-16.46 189 .93 .001
13. Management skills -12.68 190 1.15 .001
14. Awareness of the treatment 
approaches of other professions
-13.42 190 .81 .001
15. Team building skills -19.18 190 .88 .001
16. Documentation skills -14.06 190 .91 .001
17. Skills for developing OT 
protocols
-15.67 185 1.02 .001
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Table 60: Mean current and ideal level of knowledge/skill
KNOWLEDGE/SKILL AREAS CURRENT
MEAN
IDEAL MEAN
1. Negotiation and conflict 
resolution skills
3.39 4.66
2. Assertion skills 3.47 4.58
3. Decision making skills 3.94 4.78
4. Communication skills 3.95 4.94
5. An understanding of the impact of 
changing political environments on 
your future role
3.06 4.25
6. Quality assurance skills 3.05 4.41
7. How to maintain a professional 
identity in a team environment
3.82 4.50
8. Skills to explain your role clearly 
to justify your position in the team
3.88 4.76
9. Presentation skills for meetings 
and communicating with colleagues
3.65 4.64
10. Awareness of how the team 
functions as a system
3.91 4.52
11. Knowledge of teamwork theory 2.86 3.98
12. Knowledge of OT theoretical 
frameworks to increase confidence
3.17 4.28
13. Management skills 3.28 4.34
14. Awareness of the treatment 
approaches of other professions
3.45 4.24
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KNOWLEDGE/SKILL AREAS CURRENT
MEAN
IDEAL MEAN
15. Team building skills 3.19 4.41
16. Documentation skills 3.75 4.68
17. Skills for developing OT 
protocols
3.19 4.36
The list which follow s shows three groupings of the knowledge/skill areas 
according to the size of the potential learning need identified. The t-values were 
used to determine the groupings. The learning needs are not rank ordered by t- 
value per se, due to the fact that there were significant differences between the F 
ratios calculated from the variances (largest standard deviation squared divided by 
the smallest standard deviation squared) for each item. This indicates that the 
spread of scores differs across the variables making the t-values not directly 
comparable. However, the t-value can be used to group the items into those with 
greater, middle and lower potential learning needs. The number in brackets is the 
item's number on the questionnaire.
Largest Potential Learning Needs
* Communication skills (4)
* Negotiation and conflict resolution skills (1)
* Team building skills (15)
* Quality assurance skills (6)
* An understanding of the impact of changing political environments on 
your future role (5)
* Assertion skills (2)
Middle Potential Learning Needs
* Knowledge of OT theoretical frameworks to increase 
confidence (12)
2 5 3
* Skills for developing OT protocols (17)
* Knowledge of teamwork theory (11)
* Decision making skills (3)
* Skills to explain your role clearly to justify your position in the team (8)
* Presentation skills for meetings and communicating 
with colleagues (9)
Smallest Potential Learning Needs
* Documentation skills (16)
* Awareness of the treatment approaches of other professions (14)
* Management skills (13)
* How to maintain a professional identity in a team 
environment (7)
* Awareness of how the team functions as a system (10)
8.4 SUMMARY OF RESULTS
Results point to a predominantly female work force, under the age of 35 years with 
a Bachelor's degree as their primary qualification. Most were working in 
interdisciplinary teams or those approaching multi and transdisciplinary. The 
majority are employed in grade 1 or grade 2 positions.
Five factors were isolated from the items in section two of the questionnaire named 
Instumentality, Procedural reliance, Role insecurity, Powerlessness and Team 
Valuing. Three of these, Instrumentality, Powerlessness and Team Valuing feature 
significantly in canonical correlations and regression results.
Canonical correlations indicate a relationship between feeling powerful, part of the 
team and team valuing, and high role confidence and good colleague relationships 
and political skills. Those who feel part of the team, value the team and feel
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powerful feel good about their own power and working in a team. Those who do 
not feel good about their own power and working in teams have lower role 
confidence.
Regression results indicate that positive views of working with other disciplines 
and feeling part of the team (lower score on instrumentality) are the best predictors 
of positive views about working in teams. Good political skills, role clarity and 
colleague relationships are the best predictors of team work skills. Positive views 
about working in teams and your own power are the best predictor set of positive 
views of working with other disciplines. Two sets of variables, including the 
powerlessness and team valuing factors, and role clarity and team work skills are 
equally  good  p red ictors o f p o s itiv e  v iew s o f your own pow er. Good 
communication skills, team work skills and positive views of their own power, best 
predict good colleague relationships. Good assertion skills, conflict resolution and 
negotiations skills and having an understanding of the impact of the political 
environment on your role best predict political skills.
Results indicate a tendancy for Heads of Department to have more positive views 
on the concept mypower than those in the lower three grades.
All 17 skills and knowledge areas from section three of the questionnaire were 
identified as potential learning needs. Four of these potential learning needs which 
are significant in the regression models are in the grouping with the highest 
learning needs.
These results are discussed in the next chapter.
CHAPTER NINE
DISCUSSION
The major results arising from this study are:
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1. A theoretical model of the factors affecting occupational therapists’ attitudes 
towards working in teams and their team work skills.
2. The identification of a set of personal and professional skills which positively 
influence therapists’ perceptions of their own role confidence.
3. The identification of a rank ordered set of potential learning needs of 
occupational therapists in areas related to team work practice.
4. Recommendations for occupational therapy educators and department 
managers; for team leaders and members and for a continuing professional 
education approach for occupational therapists wishing to enhance their ability 
to work successfully in a health care team.
The first section of this discussion outlines the central, theoretical model of the 
factors affecting therapists’ attitudes towards working in teams. The model is 
explained and the extent to which each of the expectations detailed in Chapter 
Four has been supported is discussed in the context of current literature in the 
area. The second section describes the personal and professional skills which 
influence therapists’ role confidence and the extent to which these findings are 
consistent or different from previous research and journal debate. The third 
section outlines therapists’ learning needs and compares these to calls in the 
literature for occupational therapists to develop specific knowledge and skills. 
The last section proposes a range of recommendations including an approach to 
continuing professional education which addresses occupational therapists 
learning needs in a format consistent with the findings of the qualitative study. 
The content outlined is consistent with the theoretical model.
9.1 A MODEL OF FACTORS AFFECTING OCCUPATIONAL 
THERAPISTS ATTITUDES TOWARDS WORKING IN TEAMS
The results of this study suggest a multi-level model of factors affecting 
occupational therapists’ views about working in health care teams. The 
diagrammatic representation of the model is shown below. This model was 
constructed using the results of the regression analyses. The variables selected 
for inclusion were those from the significantly better predictor set where one set 
was superior and from two predictor sets where neither was significantly better.
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Figure 6: Model of factors affecting occupational therapists’ attitudes towards 
working in teams
The best predictor set of variables for working in teams was the instrumentality 
factor and working with other disciplines. The best predictor set for working 
with other disciplines was my power and working in teams. Because these 
results were similar and each of the concepts working in teams and working 
with other disciplines appeared in the other concept’s predictor set, it was 
decided to combine these two into one concept called working in teams with 
other disciplines.
Therapists who are positive about their own power (indicated by high scores for 
the concept my power) and who view themselves as an integral part of the team 
(indicated by low scores on the instrumentality factor) will feel most positively 
about working in teams with other disciplines. This result confirms Expectation 
2, that occupational therapists who feel powerful in the team and are 
comfortable with the concept of power will function more comfortably in a team 
environment. That therapists who feel comfortable working in a team are also 
those who see themselves as an integral part of the team also supports to some 
extent, Expectation 4. It was expected that therapists who valued working in a 
team would feel more comfortable in a team environment. Therapists who 
score highly on this factor may be involvers according to Raines’ (1988) six 
value systems. Involvers enjoy being part of a cooperative team, are good at 
collaborating and tend to be sensitive to the feelings of others. This factor may 
be a measure of this basic value system. This indicates the influence of a 
personally held value system on therapists’ views of and ability to work in teams 
with other disciplines. The influence of personal values on therapists’ views 
about working in teams is also supported by the fact that the instrumentality 
factor is a significant predictor of working in teams with other disciplines. High 
scores on the instrumentality factor represent a distance from the team and 
indicate therapists do not see themselves as part of the team. Low scores on the 
factor indicate a value that one is integral in the team. This factor may measure 
the extent to which therapists have the loner value system described by Raines 
(1988). Loners are individualistic and focus on survival of the individual. This is 
consistent with the panel’s view that therapists who scored highly on the
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instrumentality factor would use the team for their own ends and keep
themselves some distance from it.
The team valuing factor was a significant predictor variable for working in 
teams with other disciplines and this supports Expectation 4. It is not included 
in the central model as a direct predictor of working in teams with other 
disciplines as it was part of a set of variables which was a poorer predictor set 
than the two variables included in the central model. This expectation is also 
supported by the fact that a significant predictor for feeling positive about one’s 
own power is a perspective which values the team and the contribution it makes 
towards health care. That high scores on the concept of my power reflect 
positive views of therapists’ own power is confirmed by the powerlessness 
factor being a significant predictor for my power. Therapists with low scores on 
this factor, which reflects a positive view about their power and the sense that 
the team involves power dynamics, score highly on the concept my power.
The importance of values in the central model predicting therapists’ views of 
working in teams with other disciplines and their own power is consistent with 
Bassoff s (1983) findings that attitudes were the most important factors that 
health practitioners felt facilitated good team work. A significant attitude 
identified in the Bassoff study was the need to value and respect professionals 
from other disciplines. In this study the valuing of the team itself is significant.
It has also been suggested that the valuing of the team and a commitment and 
involvement in it should be a team norm if the team is to function well (Bassoff, 
1983). Results of the qualitative study suggest that being “team oriented” 
contributes to good relationships with team colleagues. Further research is 
needed to explore whether the views of other health professionals working in 
teams with occupational therapists support a norm of valuing the team and what 
it can achieve.
The centrality of the team valuing factor and the instrumentality factor to the 
model is inconsistent with suggestions that “women have not been socialised 
from childhood to be team players and to respect the abilities of others on the 
team” in the way that men have(Willey, 1987, p.26-27). Clearly for this sample 
of therapists those with high scores on working in teams with other disciplines 
are those who do see themselves as part of the team and do value the team and 
what can be achieved through it. Perhaps Willey’s views are outdated or those 
valuing team work practice are those socialised to do so.
The failure of two items in section three of the questionnaire related to male / 
female dynamics to feature significantly in any of the factors extracted is in 
contrast with the literature. The importance of the power dynamic operating 
between men and women in the health sector has been described by a number of 
authors (Kitson, 1986; French, 1985; Game and Pringle, 1983; Howie, 1984). 
This result would seem to reflect a belief that being female (as the majority of 
the sample are) does not affect therapists positions or power within the team. 
This may be accurate or may be a naive view as previous literature debate 
would indicate (Allen, Graham, Hiep and Tonkin, 1988). Grayson (1993) 
challenged Australian occupational therapists in her Sylvia Docker lecture by 
stating “I put it to you that our behaviour and attitude as women have held back 
the profession and, therefore, allowed us to be accountable to males (p.57).” 
The seemingly naive view of this sample of occupational therapists is consistent 
with earlier work of this researcher which found occupational therapists to be 
concerned about issues linked directly to the fact that they were primarily 
women but unwilling to acknowledge that their “femaleness” was a significant 
factor (Griffin, 1988).
Role clarity is also a significant predictor variable for the concept of my power. 
Willey (1987) suggests that expert power is the professional’s greatest source of 
power. It may be that the aspect of expert power most relevant for occupational 
therapists is their role clarity. That this influences therapists’ views of their own 
power may indicate that therapists who see they have expert power feel more
positive about their own power. This finding supports Expectation 1, that 
occupational therapists who are clear and confident in their role and able to 
articulate this role to others will function more comfortably in a team 
environment. It is interesting that role clarity, rather than role confidence is a 
significant predictor of positive views of one’s own power, which in turn affects 
therapists’ views about working in teams with other disciplines. The relationship 
between lower role confidence and less positive views about working in teams 
and one’s own power is supported by the results of the canonical correlations. 
However, canonical correlation indicates a relationship between the two but 
does not indicate that the relationship is causal. Thus it may be that poor role 
confidence leads to less positive views about working in teams and one’s own 
power or that the causal direction is reversed (Figure 5). That role confidence 
per se does not feature significantly in the central model is in contrast with the 
literature debate which suggests that role identity and security are important for 
effective participation in a team (Liddell, 1981). Other authors however have 
highlighted the need for clarity concerning who has responsibility on a team for 
particular tasks (Walton, Dutton, and Cafferty, 1969, cited in Lynch and 
Rogers, 1986, p.l 17; Hanks, 1994). Findings of the qualitative study indicate 
the importance of role confidence and the need for therapists to know clearly 
what their role as an occupational therapist is and to have the skills to articulate 
that role and what they have to offer to other team members. Further research 
will need to be conducted to determine the extent of these relationships.
Therapists who feel they have good team work skills also feel more positively 
about their own power. Regression analyses indicate that for therapists to rate 
their team work skills highly they must also feel they have good role clarity, 
good colleague relationships and good political skills. The centrality of good 
colleague relationships to the model is consistent with Blechert, Christianson 
and Kari’s (1987, p.578-579) belief that an important aspect of good team work 
is meeting therapists’ need to “feel close to others in the work setting, feeling 
supported and safe” (p.579). Further research is needed to determine exactly 
which aspects or factors of their relationships with colleagues are most
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important for occupational therapists. Previous research would suggest that it is
the respect that occupational therapists are afforded by their team colleagues
and the extent to which they feel valued which is important to them (Nordholm
and Westbrook, 1986; Canadian Mental Health Association, 1984; Krumboltz,
1979; Madill et al, 1985; Sabari, 1985; Hasselkus and Dickie, 1990; Bailey,
1990; Burley de Wesley and Clemson, 1992). The importance of respect both
for and from team colleagues was also highlighted in the qualitative study.
These results are also consistent with previous research in occupational therapy 
which found relationships with coworkers to influence occupational therapists’ 
job satisfaction and to be an important issue for therapists (Broflier, 1985; 
Florian, Sheffer and Saches, 1985; Davis and Bordieri, 1988; Hertzberg, 1966; 
Canadian Mental Health Association, 1984; Patchen, 1970; Atwood and Woolf, 
1982; Rees and Smith, 1991). The recognition and valuing of the roles of 
individual’s on a team has been found to be an indicator of good functioning for 
primary health care teams also (Poulton and West, 1994).
The best predictors of colleague relationships are therapists’ self rating of good 
communication skills, their team work skills and scores on the concept my 
power. The best predictors of good political skills are good assertion skills, 
good negotiation and conflict resolution skills and an understanding of the effect 
of the political environment on your role. The need for assertion skills, conflict 
resolution skills and organisational awareness to enable occupational therapists 
to function effectively politically has been suggested by a number of authors 
(Allen, Graham, Hiep and Tonkin, 1988; Broflier, 1985; Turner, 1992; Stewart, 
1992; Grayson, 1993). Nielson (1992, p.854) has suggested that occupational 
therapists should have the skills to “form alliances with powerful persons or 
groups external to occupational therapy...all occupational therapists should have 
the knowledge skills and attitudes to position themselves to gain influence, 
power and control of the systems in which they operate”. Respondents in the 
qualitative study also expressed the need for occupational therapists to do this. 
They expressed mixed views about the extent to which occupational therapists
were generally politically aware and active. Political skills is the major skill area 
in which questionnaire respondents felt least skilled (mean=2.76, median=3, 
modal=2).
These findings support Expectation 6, that therapists who appreciate the 
political nature of their work environment will function more comfortably in a 
team environment. Expectation 7, that occupational therapists who have good 
personal communication, assertion, conflict resolution and political skills will 
function more comfortably in a team environment is also supported. The 
importance of “political nous and understanding how administrators work” was 
highlighted in the qualitative study. Respondents in this study also mentioned 
the need for negotiation and general communication skills. Respondents felt 
their relationships with colleagues were good when others understood and 
respected their role. The extent to which they had actively sought and worked 
towards good colleague relationships was also important. The importance of 
communication to team work practice has been highlighted extensively in the 
literature (Ducanis and Golin, 1979; Smith, 1986, Miller, 1989; Downie and 
Caiman, 1987; Maple, 1987; Bassoff, 1983; Dienst and Byl, 1981; Farley, 1991; 
Poulton and West, 1994). Qualitative results highlighted the importance of 
informal communication networks within the team. Formal channels of 
communication such as team meetings were viewed positively when they 
provided a chance for therapists to communicate openly and to share ideas with 
team colleagues. Poor assertion skills have been identified by nurses as a barrier 
to participating in team interactions (Beatty, 1987).
It would be interesting to explore further whether Willey’s (1987, p.26) concept 
of informational power which arises “from the ability of an individual to gain 
and share valuable information (Heineken and McCloskey, 1985)” is included in 
the skill of understanding the effect of the political environment on your future 
role. Qualitative results indicate that expanding one’s sphere of influence and 
using informational power may be included. It may also be that respondents
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who view their own power positively define it positively as do Willey (1987)
Del Bueno (1987) and Miller (1992).
It seems that therapists’ views of their own power are influenced by both skills 
and attitudes. The qualitative study suggests that indicators of power include 
influence on decision making, effecting change in one’s work environment, the 
extent to which others were prepared to listen to therapists’ views and 
occupational therapy services were acknowledged and the extent to which their 
opinions were valued. They felt that experience, personal respect, respect for 
the occupational therapy role, their knowledge about patients and their length of 
time on the team contributed to their level of personal power on a team. The 
issue of choosing how powerful one would be on a team was also raised.
The relationships between the two attitudes, seeing power as central to the 
workings of the team (suggested in the literature by Willey, 1987) and a valuing 
of the team as central to good health care delivery (suggested by Benzinger, 
1982, cited in Willey, 1987, p. 26-27) and team work skills and role clarity need 
further investigation.
Decision making skills per se are not central to the model and did not appear as 
a significant predictor in any of the analyses. However it may be that therapists 
with good assertion, conflict resolution and negotiation and communication 
skills are able to influence decision making within their teams and therefore feel 
more comfortable in a team environment, as suggested by Expectation 3. 
Further research is needed to clarify these relationships.
Good colleague relationships feature in the central model of factors affecting 
occupational therapists’ perceptions of working in teams. It may be that these 
relationships are good because there is a respect between different professionals 
working on the team. If this is the case, then Expectation 5, that therapists who 
feel both respected by and are able to respect the contributions of others in the 
team will function more comfortably in a team environment, is supported.
Canonical correlation results indicate a relationship between good colleague 
relationships, role confidence and political skills and feeling powerful, feeling 
part of the team and valuing the team experience. Further research is needed to 
explore the nature of colleague relationships and what contributes towards 
occupational therapists and others considering these to be good.
The concepts conflict and hierarchies do not feature significantly in the model. 
Therapists views about conflict are, however, affected by the team valuing 
factor which is central to the model. Conflict is also affected by the procedural 
and role security factors. The relationship between the conflict concept and low 
scores on the role security factor is consistent with the panel's views that those 
who scored highly on this factor would be uncomfortable in an environment 
where there was role conflict or overlap. Therapists who are less concerned 
with procedure and formal channels are more comfortable with the concept of 
conflict. These two factors, role insecurity and procedural reliance do not 
feature centrally in the model as the other three factors do. That the role 
insecurity factor measures role confidence is consistent with it featuring as a 
significant predictor variable for both role confidence and role clarity. The 
failure of the concept hierarchies to feature in the central model and items in the 
second section of the questionnaire related to rivalry and status to feature in the 
extracted factors contrasts with debate in the literature. The importance of 
occupational status has been widely discussed (Pellegrino, 1983; Turner, 1985; 
Willis, 1983; Beal 1988). It may be however that respondents do not view the 
issue of status and hierarchies as isolated concepts but rather part of broader 
concepts such as power and understanding the political environment of the 
health care team.
The demographic variable which figures in the model is therapists’ grade. The 
level at which therapists were employed was significantly related to their views 
of the concept my power. The higher the grade, the more positive the views of 
the concept. This may relate to the fact that therapists in the higher grades in 
supervisory positions are required to exercise their power more frequently and
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this has lead them to be more comfortable with the concept. It does not appear
to be related to therapists’ age as there was not a significant relationship
between age and the concept my power. This would be consistent with
descriptions of legitimate power (French and Raven, 1959, cited in Willey,
1987, p.25). Alternatively it may be that therapists who are comfortable with
their own power seek promotion. These findings are consistent with previous
research in nursing which found that nurse administrators held stronger and
more positive orientations to the concept of “power as good” than staff nurses
(Farley, 1987).
The relationship between therapists' grade and their views on the concept of 
hierarchies was approaching significance. Mean scores indicate that those in 
grade three positions (mean=30.84) were most favourable towards hierarchies 
with those in lower (grade one mean=25.89; grade two mean=25.09) and higher 
grades (grade four/five mean=25.57) less positive. This may be because 
hierarchies in the work place are less relevant for grade three therapists who are 
graded as such because of their clinical expertise rather than via promotion due 
to supervisory requirements or skills. This is consistent with the definitions of 
expert power (Willey, 1987).
The lack of significance between age and the basic concepts in the model is in 
contrast to comments in the literature which tend to indicate a difficulty with an 
inexperienced work force. The demographic data for the final sample (Table 14) 
indicate the relatively young nature of the occupational therapy profession. This 
contrasts with the pilot data which included therapists more evenly spread 
across the age range. While the range of ages represented by the final sample 
spreads across the entire working years of a therapist, the median indicates that 
half the sample are younger than thirty one years of age. This is consistent with 
previous findings from work force surveys (Taylor, 1983; Bagnet, 1985). While 
this may result in a relatively inexperienced work force with the mean number of 
years of experience being 9.84 and half the sample having less than seven years
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experience in the profession, it does not appear to affect therapists’ perceptions
of working in teams with other disciplines or their views of their own power.
Other personal demographic variables, sex and type of occupational therapy and 
highest qualification were not related to the basic concepts in the model. The 
number of males represented in the sample is smaller than might be expected 
given the data available in relation to their distribution in the profession. They 
represent some 3-5% (Taylor, 1983; Bagnet, 1985) of the profession and in the 
sample only account for 1.05%. Their small numbers in the sample mean they 
are unlikely to have impacted the results to any great extent. Further analysis 
would need to be conducted using a larger sample of male therapists to 
determine if their views are significantly different from their female colleagues. 
The number of diplomates versus those with Bachelor’s degrees in the final 
sample is more in keeping with what may be expected than the balance between 
the two in the pilot sample.
The relationship between hierarchies and type of team, a variable outside the 
personal and professional characteristics of therapists is approaching 
significance. Therapists in interdisciplinary teams seem to have more positive 
views of hierarchies than those in teams which are, or are approaching 
transdisciplinary. This is consistent with the definitions of these types of teams 
and would be expected given the differences in the way members of the two 
types of teams would be expected to relate to one another.
Similarly, there was a relationship approaching significance between the type of 
team and therapists’ views on the concept working with other disciplines. 
Therapists in multidisciplinary teams are less positive about working with other 
disciplines than those in teams which are approaching or are transdisciplinary. 
This may indicate that as coordination between members of the team increases, 
therapists are increasingly positive about working with professionals from other 
disciplines. This is both consistent and inconsistent with the results of the 
qualitative study where therapists in interdisciplinary teams were the most
positive about their experiences, therapists in multidisciplinary teams were least 
positive and those in transdisciplinary teams were placed some where in 
between.
Fortunately negative experiences occur for a minority of therapists. The 
majority of occupational therapists (50.3%) work in interdisciplinary teams. 
These teams are those where there is an attempt to coordinate the work of 
different health professionals on the team. Few occupational therapists work in 
multidisciplinary teams (4.1%) where there is little coordination between 
professionals. However, 23.3% of those sampled indicated that their team fell 
between multidisciplinary and interdisciplinary on the continuum. This may 
indicate that for these teams the coordination and perhaps communication 
between team members is not as good as it could be.
Few occupational therapists described their team as transdisciplinary indicating 
that most therapists work where there are clearer role boundaries than might be 
expected in a transdisciplinary team.
None of the other demographic team variables, type of facility or type of client 
group feature significantly in the model. However it is worth noting that the 
model probably best applies to those working with physically disabled or aged 
clients and in general hospitals (44.6%) and community centres because of their 
large representation in the sample group.
The fact that the sample is based in New South Wales rather than representing a 
national sample also needs to be remembered. It may be that the findings do not 
generalise to therapists in other states. The extent to which the same views are 
held by occupational therapists around Australia requires further investigation. 
A larger sample may also alleviate the problem with sample size encountered 
during the chi square analyses. In addition, while the decision to combine the 
two concepts working in teams and working with other disciplines is based on 
the regression results and facilitates interpretation of the data, further qualitative
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work is required to flesh out the meaning of these and other concepts for
therapists. Similarly, the questionnaire relied heavily on therapists self report of
their skills and attitudes. Further research using other methods such as
observation and peer report would expand our understanding of therapists’
practice.
In summary, the theoretical model of factors influencing therapists’ perceptions 
of working in teams with other disciplines includes a number of personal and 
professional skills and a number of attitudes. Attitudes central to the model 
concern therapists’ views of their own power and the team as a place where 
power is influenced as well as a sense of belonging to the team and valuing the 
team. Therapists’ role clarity, their team work and political skills and their 
relationships with their colleagues are also central to the model. Their political 
skills are best predicted by their understanding of the political environment in 
which they work and their level of advanced communication skills such as 
conflict resolution, negotiation and assertion skills. General communication 
skills are the best predictor of their colleague relationships. The section to 
follow outlines the skills which most influence therapists’ self rating of their role 
confidence.
9.2 PERSONAL AND PROFESSIONAL SKILLS WHICH INFLUENCE 
THERAPISTS’ ROLE CONFIDENCE
Therapists’ self rating of their current level of assertion skills, their ability to 
explain their role clearly to other health professionals, knowing how to maintain 
a professional identity in a team environment and skills for presenting at 
meetings predict therapists’ views of their role confidence. These 
communication skills represent a mix of professional and personal skills. 
Assertion skills are grouped as personal skills in the expanded health care teams 
context outlined in Chapter 4. The other three skills / knowledge areas are 
professional skills. Direct client or patient related skills such as knowledge of 
occupational therapy theoretical frameworks and skills for developing 
occupational therapy treatment protocols do not feature in the model. Being
able to do these client related tasks does not significantly influence role 
confidence. It is the skills related to communicating with other professionals 
about their occupational therapy role and work with clients /patients that 
influences therapists’ role confidence. This is consistent with the results of the 
qualitative study where respondents described the importance of being able to 
“reason (one’s) clinical judgement” to medical personnel. One respondent in the 
qualitative study also indicated that being confident lead to greater status within 
the team.
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Figure 7: Personal and professional skills which influence therapists’ role 
confidence
It contrasts with the literature debate which calls for therapists to have a strong 
professional ideology to enhance their role security. “A strong ideology can 
serve as a bulwark against excessive vulnerability to environmental 
demands...on the other hand a lack of strong ideology may lead to identity 
confusion for clinicians” (Barns, 1985, p.73). Current knowledge in the areas of 
occupational therapy theoretical frameworks and skills for developing 
occupational therapy protocols which represent a professional ideology or 
approach do not significantly influence therapists’ role confidence in this 
instance.
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9.3 OCCUPATIONAL THERAPISTS’ POTENTIAL LEARNING NEEDS 
IN THE AREA OF TEAM WORK PRACTICE
Quality assurance is the only non-communication skill in the highest group of 
learning needs for the final sample. This may reflect the emphasis on these 
measures within the health sector at the time of the survey. It may also reflect a 
belief that the provision of a quality service would enhance therapists’ standing 
within the team. This may also be an area in which therapists feel under 
prepared. Further research is needed to explore the extent to which therapists 
felt prepared in this area.
Negotiation and conflict resolutions skills, communication skills, team building 
skills, assertion skills and having an understanding of the impact of changing 
political environments on your role are the other skills in the highest learning 
needs group. These are all skill/knowledge areas related to working with other 
disciplines in a team environment. They are also skills which other authors 
suggest therapists should learn (Allen, Graham, Hiep and Tonkin, 1988; 
Brollier, 1985; Turner, 1992; Stewart, 1992; Madill, 1987). Therapists 
experienced greater need in these areas than in decision making, presentation or 
explaining skills which are all in the middle group of learning needs. 
Presentation skills for meetings significantly influences role confidence while 
communication skills predict colleague relationships.
Four of the skills appearing in the top group of learning needs, namely 
negotiation and conflict resolution skills, an understanding of the impact of 
changing political environments on therapists’ future roles, communication skills 
and assertion skills, feature in the model of factors affecting occupational 
therapists’ views about working in teams. It would seem that skills central to 
occupational therapists’ practice in health care teams are ones in which 
therapists identified significant gaps between their current level of skill and that 
which they feel is ideal for working in teams. Assertion skills also significantly 
affect therapists’ role confidence.
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Skills of developing occupational therapy treatment protocols, knowledge of 
occupational therapy theoretical frameworks and knowledge of team work 
theory fall into the middle group of learning needs. It is interesting to note that 
therapists feel less need for these direct patient or client related skills and 
knowledge than they do for advanced communication skills. It would be 
interesting to further pursue the extent to which therapists feel the need for the 
practical skill of developing protocols compared to an understanding of theory. 
Therapists do not identify documentation skills as a strong learning need. It may 
be an area well covered in initial preparation or an area well dealt with already 
at a more local level in terms of department policies and guidelines.
The same four skills/knowledge areas rated in the lowest learning group for 
both the pilot and the final round samples. These were an awareness of the 
treatment approaches of other professionals, management skills, skills to 
maintain a professional identity in a team environment, and an awareness of how 
the team functions as a system. It is heartening that one of these skills which 
significantly affect therapists’ role confidence is in the lowest learning needs 
group.
Overall, what therapists identify as their strongest group of learning needs in 
relation to working on a team are practical skills to help them deal with other 
professionals on the team in the form of advanced communication techniques 
such as negotiation, conflict resolution, assertion and team building skills. In 
addition they want a knowledge of team work theory to support these skills. 
They also want good skills in quality assurance measures, an understanding of 
occupational therapy theoretical frameworks and the ability to develop 
occupational therapy protocols.
The predominance of communication and process skills over skills directly 
related to delivering client services such as occupational therapy protocols is in 
contrast to the findings generally reported in the literature. Previous research
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indicates a preference for direct clinical skills (Seymour, Connelly and Gardner,
1979; Harvey, 1983; Llewellyn, 1989). However it must be remembered that
therapists in this study were asked to suggest topics relevant for working in
teams rather than topics related to their clinical practice more generally. In
studies which focused on topic areas apart from clinical skills, the importance of
various types of communication skills is consistent with this study (Broski and
Upp, 1979; Witman, 1988).
It may be considered heartening or disheartening that for all 17 areas there is a 
significant gap between therapists’ current and ideal knowledge and skill levels 
for working in teams. It may be viewed as disturbing that therapists do not feel 
ideally skilled or knowledgeable in any of these areas. On the other hand it may 
be viewed positively that therapists are not prepared to accept their current skill 
and knowledge levels and feel there is room for them to learn and improve. This 
would reflect a life long learning orientation. Such an orientation is 
recommended as a professional behaviour by professional associations of 
occupational therapists (Madill, 1984; Jones and Kirkland, 1984; Australian 
Association of Occupational Therapists, 1994). The mean score for role 
confidence is 3.86 from a possible 5, with a median of 4 indicating that generally 
therapists have quite good role confidence. This would seem to indicate that a 
positive view should be taken of the learning needs.
The section which follows presents a number of recommendations including a 
design for a continuing professional education program for occupational 
therapists wishing to enhance their understanding of health care teams and their 
team work practice.
2 7 4
9.4 RECOMMENDATIONS
Two types of recommendations arise from this study. The first type of 
recommendation in sections 9.4.1-9.4.4 is related to the roles of occupational 
therapy managers, team leaders, occupational therapy educators, and 
occupational therapists who are members of a team. The second type of 
recommendation in section 9.4.5 outlines an approach for a continuing 
professional education course to address the learning needs of therapists 
working in teams and covers suggested content and delivery options.
9.4.1 Occupational therapy managers
Occupational therapy managers need to provide role models for their staff. They 
should ensure they are politically active within the hospital or organisation in 
which they work. They should have a thorough understanding of the informal 
and formal channels of communication at all levels of the organisation. They 
should in turn assist their staff to develop insights into the formal and informal 
channels of communication and influence available to them in their particular 
wards or areas of practice. Mentoring is the process of nurturing the growth of 
other people within their jobs (Craik, 1988; Rogers, 1982) and is applicable 
here.
Strategies for understanding the channels of communication and gaining access 
to them which could be used by managers and occupational therapy staff 
include:
* power mapping (Allison and Allison, 1984), a technique for charting the 
organisations’ key decision makers and their alliances;
* networking (O’Conner, 1982), which is a strategy of deliberately fostering 
alliances which have strategic benefit and which will enhance therapists’ referent 
power (Willey, 1987);
* gaining membership to key decision making bodies or committees within the 
organisation, which will provide legitimate power to those who are members;
* developing a detailed knowledge of the policies and procedures of the 
organisation to enhance their informational power (Willey, 1987).
* mentorship or sponsorship (Rogers, 1982), which is focused on the politics of 
advancement with emphasis on cultivating relationships to get ahead 
professionally could be used to assist therapists to gain a sense and 
understanding of the political climate in which they are working (Feist-Price, 
1994).
Managers can assist therapists to be clear about their role on a particular team 
by regularly having inservice sessions which develop department policy and 
aims for occupational therapy generally and for each area to which the 
department offers services. Therapists can be assisted to develop clear rationales 
for their choice of assessments and interventions and to document these in the 
form of treatment protocols. Therapists can also be assisted to develop their 
skills of articulating their treatment rationales. Inservice sessions could also be 
held to enable staff to develop skills for functioning effectively in meetings and 
for dealing with conflict and communicating assertively.
For therapists to function well in a team it is important that they have some 
continuity on the team to enable them to learn about the informal networks of 
the team, its norms which may not be explicit, and ways to influence its 
decisions. Managers can assist in this area by having policies which do not force 
staff rotation on time frames which are very short. Consideration should be 
given to rotations of at least nine to twelve months rather than six months.
9.4.2 Team leaders
To facilitate good team functioning it is important for team leaders to articulate 
and support via their practice or behaviour, a norm which values the team itself 
and the contributions of its members. Formal channels of communication such 
as team meetings should be opportunities for all members to discuss their work 
with clients. The leader should make an effort to ensure team members are clear 
about their role and that of their team colleagues and that each member’s role is 
valued. Where possible the power of decision making within the team should be 
shared by team members both about patient or client issues and procedures or
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team policies. This research indicates that this is most likely to occur in
interdisciplinary teams in community and rehabilitation settings. It is unlikely to
occur in hospital settings where multidisciplinary teams predominate. Training
for team leaders in these settings and the provision of facilitators to assist teams
in these settings to deal explicitly with their process issues would be
advantageous.
9.4.3 Educators
Undergraduate occupational therapy curricula should include subjects which 
assist students to develop an understanding of their future work environments 
as political systems. They should be provided with both the theory of team work 
practice and skills to work effectively with their team colleagues (Diller, 1990). 
Relevant content would be similar to that proposed for the continuing 
professional education course for practicing therapists. Field work education 
could be used as an environment to further their understanding and skills in this 
area via the use of carefully worded field work objectives and assignments. 
Interdisciplinary subjects specifically aimed at addressing team work practice 
and the opportunity to take common subjects with students from other health 
disciplines would be helpful.
Providing students with opportunities to explain and defend their assessment 
and treatment choices is also important. Students are often assessed via written 
work in the form of assignments and examinations. This does not prepare them 
however to be able to defend their practice orally or without specific 
preparation. The use of vivas in the form of a practice defence may help 
students develop these skills.
9.4.4 Occupational therapists working in teams
All occupational therapists working on teams have a responsibility to ensure 
they are able to work as effectively as possible in their particular team. This 
means developing an understanding of the team’s power dynamics and its 
formal and informal channels of communication, decision making and influence.
Therapists also have a responsibility to ensure they keep up to date with 
developments in their field to enhance their expert power (Willey, 1987; Bell, 
1991). They should be life long learners (Madill, 1984) who take responsibility 
for identifying and meeting their own learning needs. Their review of their own 
practice needs to be broader than occupational therapy intervention and 
encompass the knowledge, skills and attitudes related to working as part of a 
team and an organisation.
The issue of power which features so centrally in their perceptions of working 
in teams needs to be addressed. The more comfortable therapists are with the 
concept of their own power and exercising it the better they will feel and 
function in a team. Therapists need to understand what it means to be powerful 
in a team (Mullins, 1989). This is particularly important for therapists in 
multidisciplinaiy teams.
9.4.5 Continuing professional education approach
The continuing professional education approach which is outlined below is an 
example of how the theoretical model developed as a result of this research can 
be translated into, or related direcdy to occupational therapists’ practice within 
health care teams.
Results of the qualitative study indicate that occupational therapists prefer 
delivery methods for CPE which provide opportunity for small group discussion 
and interaction. Therapists have indicated a slight preference for weekend 
workshops over longer evening courses. The convenience of work based 
inservice programs is also appreciated and has been suggested as an ideal site 
for CPE by Cervero, Rottet and Dimmock (1986).
The program proposed here has been developed around a number of modules. 
Modularisation is a delivery method where knowledge is structured into 
separate meaningful units for instructional purposes. It is a content oriented 
delivery method (Campbell, 1983; Hatchery, 1980). The modules vary in length
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depending on the topic covered. The modules could be run in a group to form a
work shop. Alternatively they could be run once per week over a number of
weeks either as inservice sessions or an evening course. These delivery methods
are consistent with the findings of this research and with the findings of
Robertson (1986) and Llewellyn (1989). With further development they could
also be used as independent learning modules for distance education.
The development of modules will facilitate the opportunity to offer the program 
in a variety of formats described above, which will facilitate access for therapists 
who have differing work, family, location and time demands (Brennan, 1990; 
Strickland, 1993; Smorynski and Parochka, 1979; Campbell, 1983b; Broski and 
Upp, 1979; Kohler and Mayberry, 1993). This is particularly relevant for a 
profession whose members are primarily women who have dual roles within the 
family and their careers (Chaousis, 1989).
Each module follows the following basic format:
1. Review of module aims and objectives.
2. An activity which requires participants to consider or reflect on an aspect of 
their own or their team’s practice This may be conducted as an activity outside 
the module prior to attendance or it may be conducted within the module 
depending on the format being used.
3. Discussion of this activity within the group.
4. Examination of theoretical perspectives / literature related to the topic being 
covered or review /  teaching of skills (depending on the topic).
5. Application of theory to their own or their team’s practice and/or skills 
practice. (Steps four and five may be repeated a number of times within the 
module)
6. Discussion within the group.
7. Summary of the module and its application.
8. Evaluation of the module (this may be conducted week by week or at the end 
of a workshop depending on the delivery format being used).
This format has been confirmed based on feedback from a trial of module one. 
The module was presented as a two hour workshop at the 5th New South 
Wales Association of Occupational Therapists Conference in October 1992. The 
workshop followed the format outlined above. Participants valued the 
opportunity to work in small groups and made comments such as “breaking into 
small groups is useful for stimulating ideas”; “good to have small discussion 
groups”. Participants also commented that the “provision of theoretical basis 
as well as encouragement to apply it in own setting was helpful” ; “good 
combination of group work and discussion with information giving”. The 
workshop outline, handouts and summary of evaluation comments are shown in 
Appendix 12.
Content is the first decision point in an hierarchical model of decision making 
suggested by Smorynski and Parochka (1979) when health professionals are 
considering whether to attend a CPE program. Content should therefore be 
based on a thorough needs assessment (Campbell, 1983; Davis, 1974 cited in 
Witman, 1988). As has occurred here, it should involve potential consumers in 
the analysis (Cervero, Rottet and Dimmock, 1986).
The module topics proposed below are based on the learning needs identified 
from the analysis of section three of the questionnaire and the theoretical model 
of factors affecting occupational therapists working in teams with other 
disciplines which has been developed.
Module 1: Defining health care teams and good health care team practice (2 
hours)
This first module provides participants with a chance to explore various 
definitions of health care teams and to determine the type of team they work in. 
Theory and models of good behaviour in teams are reviewed and participants 
will have an opportunity to assess their own behaviour and that of their team 
colleagues according to these models.
Module 2: Health care teams as small groups and political systems (2 hours) 
This module further develops participants understanding of the team 
environment by looking a the team as a small group and the factors which affect 
its performance as a group. In addition, the political nature of team work 
practice will be explored.
Module 3: Occupational therapists as health care team members (2 hours) 
Research and literature debate which sheds light on the performance of 
occupational therapists in health care teams will be reviewed, participants will 
have an opportunity to reflect on their own practice in light of this information.
Module 4: Political skills for health care team practice (3 hours)
Specific skills for facilitating practice within the political environment of the 
health care team will be reviewed, practiced and applied. These will include 
examination of formal and informal channels of communication, networking, 
power mapping and strategies for using and participating well in meetings. 
Module 5: Conflict resolution and negotiation skills applied to team work 
practice (1 or 2*3 hour sessions depending on time available and format used) 
Participants will have an opportunity to learn about the theory and practice of 
conflict resolution and negotiation as it applies to team work practice, 
participants will be encouraged to apply their learning to their own team work 
practice. Opportunity will provided to develop and discuss strategies with other 
participants in small groups.
Module 6: Putting it all together and moving forward (3 hours)
This final module will provide participants with an opportunity to review their 
learning in the module and to develop a personal action plan to facilitate the 
continued development of their team work practice.
The modules would be grouped as follows for a two day workshop.
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Day 1
Module 1: Defining health care teams and good health care team practice (2 
hours)
Module 2: Health care teams as small groups and political systems (2 hours) 
Module 3: Occupational therapists as health care team members (2 hours) 
Module 4: Political skills for health care team practice (1.5 hours)
Day 2
Module 4: Political skills for health care team practice (1.5 hours)
Module 5: Conflict resolution and negotiation skills applied to team work 
practice (3 hours)
Module 6: Putting it all together and moving forward (3 hours)
Inservice courses would be presented as nine, 1.5 or 2 hour sessions with longer 
modules being split over two sessions. An evening course would be presented 
as six or seven 2 and 3 hour sessions. A distance education course would have 
six modules. Shorter modules would be completed over one week with longer 
modules being allocated two weeks.
A variety of strategies are proposed to evaluate the course. Participants’ 
satisfaction with the content, structure and process of the course may be sought 
using discussion and the completion of a written evaluation. Participants’ self 
rating of their levels of skill and knowledge in areas covered by the course may 
be determined before, immediately after completion and in follow up several 
months after the course (Humphry and Geissenger, 1992). Existing scales which 
assess assertion skills, conflict styles and negotiation skills may also be applied 
before and after the program. These types of evaluations would cover three of 
the four levels of evaluation suggested by Young and Willie (1984). These are 
participants’ satisfaction, the acquisition and retention of knowledge and skills, 
and the application of knowledge and skills in practice. The fourth area they 
suggest, effects on patient health is difficult to determine and to relate 
specifically to the CPE program. It may also be possible to get participants’
peers to rate their skills in various areas before and after the course to provide 
peer rather than self assessment (Campbell, 1983). Questions included and 
instruments selected will need to relate closely to the goals of the program 
(Campbell, 1983).
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CHAPTER TEN
CONCLUSION
The aims of this research reflected in three research questions, namely, what 
factors do occupational therapists perceive influence their practice in a health 
care team, what knowledge skills and attitudes do therapists perceive they need 
to work effectively in a health care team; and what type of continuing 
professional education program should be developed to enhance these 
knowledge skills and attitudes, have been met. Each of the expectations outlined 
in Chapter Four have been investigated and supported to varying degrees.
Occupational therapists perceptions’ of their work in teams with other 
disciplines is affected by a combination of attitudes and skills. The primary 
attitudes are a positive view of one’s own power and a view that sees the team 
in terms of power, a sense of being part of and belonging to the team and a 
valuing of the team and commitment to it. Primary skills include team work 
skills which are influenced by role clarity, political skills and colleague 
relationships. Individual skills which affect therapists’ self rating of their 
political skills include assertion, conflict resolution and negotiation skills and 
having an understanding of the effect of the political environment on your role.
The type of team in which therapists work has a major impact on their 
experiences within teams. Those in multidisciplinary teams which are dominated 
by medical personnel have the least positive experiences. Interdisciplinary teams 
provide the most positive environments for occupational therapists.
Personal skills rather than values and attitudes have the most significant 
influence on therapists’ role confidence. These are skills to explain your role 
clearly to other professionals, assertion skills, presentation skills for meetings 
and the ability to maintain a professional identity in a team environment.
Therapists’ learning needs are significant in specialised communication skills 
such as conflict resolution and negotiation skills and understanding the political 
environment of the team which relate directly to working in teams with other
disciplines. Therapists also identify patient related skills as learning needs such 
as quality assurance skills and the ability to write treatment protocols.
The type of continuing professional education program recommended to meet 
therapists’ learning needs and enhance their practice in a health care team is a 
program comprising modules which can be offered in a variety of formats. The 
modules cover a range of topics which can be combined to form a two day 
workshop, or divided into smaller units for inservice courses and evening 
courses over a number of weeks. There are six basic modules in the program 
covering : Defining health care teams and good health care team practice ; 
Health care teams as small groups and political systems ; Occupational 
therapists as health care team members ; Political skills for health care team 
practice ; Conflict resolution and negotiation skills applied to team work 
practice ; Putting it all together and moving forward.
The results of this study have implications for occupational therapy managers 
charged with the responsibility of supporting their staff to work effectively in 
health care teams. There are a range of strategies they can adopt to do this 
including role modelling political activism, providing staff with skills necessary 
for good practice in teams and developing appropriate departmental policies. 
Team leaders have a responsibility to practice in a way which enhances the 
performance of their team by establishing norms which value the team and 
respect its members. Educators have a responsibility to ensure students are 
exposed to the knowledge, skills and attitudes which enable them to function 
competently in a team on graduation. Occupational therapists working in teams 
have a responsibility to be life long learners who identify their own learning 
needs in relation to their practice in teams and seek to fill these gaps.
This project has contributed to debate in the area of team work theory and 
practice generally and more specifically to an understanding of how 
occupational therapists practice within a team. Further research is recommended
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1. explore the extent to which the model developed holds true for therapists in a 
national sample;
2. develop an observation tool to evaluate the performance of health care teams, 
and professionals within the team and relate these to patient outcomes;
3. develop an individual and team assessment instrument to facilitate both 
individuals and teams to examine and further improve their own practice;
4. further explore the meaning of the concepts researched in this study for 
occupational therapists and other health professionals.
With increased pressure to improve patient outcomes and provide efficient and 
cost effective services there has never been a better time to examine in close 
detail one of the givens in the health care industry, namely the health care team. 
It has always been assumed that the use of a team provided the best approach 
for delivering health services to clients by a range of professionals. This research 
has shown that the team is a complex structure and that experiences of 
therapists within teams are not necessarily positive. The results of this study 
provide valuable information for service managers about how they can enhance 
service delivery within teams by enhancing the functioning of the team; for 
educators about the knowledge, skills and attitudes graduates need to work well 
in teams; and for occupational therapy managers about how best to support and 
develop the skills of their staff so they can work effectively in health care teams 
and thereby deliver the best possible occupational therapy service to clients.
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A P P E N D I X  O N E
TELEPHONE PROTOCOL
Hello, my name is Susan Griffin. I am a lecturer at Cumberland College of 
Health Sciences in the Occupational Therapy School. I am phoning to see 
if you would be prepared to be involved in some research I am doing.
___________  suggested I contact you as a possible participant. The
research is for my PhD; I am enrolled at the University of NSW.
The purpose of the research is to investigate the factors that influence how 
occupational therapists are able to work within a health care team. I am 
interested in determining the specific knowledge, skills and attitudes that we 
need to develop or enhance to be able to work effectively within the team. 
The research will be in three stages. The first, which I am asking you to 
participate in involves an in-depth interview. The information that comes 
from the interviews will be used to develop a questionnaire which will be 
sent out to OT's in NSW. This information will be used to develop a 
continuing education program looking at OT's and teamwork.
The interview will take about 1-1.5 hours and will be done at a time and 
place suitable for you. I will be asking you about your work in a health 
care team. In order to make sure a comprehensive interview guide is 
developed everyone who has agreed to be interviewed will be sent a 
question sheet to complete. This contains five questions and should take 
only about 10 minutes to complete. You will also be sent a letter outlining 
the details of the research and a consent form to fill in. When these have 
all been returned to me I will be contacting you to organise a time for the 
interview. To make sure I don't miss anything I would like to tape record 
the interview. The confidentiality of what you say during the information 
will be protected as no identifying information about you will be connected 
to the information from the interview results in any way.
Is this a project you think you would be prepared to be involved in?
Questions to be addressed as raised.
Agreement: seek possible times/places for interviews; mailing address; other 
possible participants if appropriate.
Non agreement: thank for time; seek suggested participants.
A P P E N D I X  T W O
LETTER TO INTERVIEW PARTICIPANTS
14 February 1991
Address
Dear
Thank you for agreeing in our telephone conversation to receive more 
detailed information about the research project. The project is being 
conducted as part of my PHD studies in the School of Education at the 
University of New South Wales.
The purpose of the study is to investigate those factors which influence 
occupational therapists' ability to function well within a health care team. 
The first part of the data collection process for this study is a series of 
individual in-depth interviews.
The interview will take approximately one to one and a half hours and will 
be conducted at a time and place suitable to you. I propose to audiotape 
our conversation to ensure that no information is lost. The information 
gleaned from all the interviews will be used to formulate a pen and paper 
questionnaire for distribution to occupational therapists in NSW. Each 
respondent will be anonymous as no identifying data will be linked with the 
interview information in any way.
As I discussed with you, would you complete the attached question sheet 
and consent form and return them to me in the supplied envelope by . I 
will phone you to organise a time for the interview in the next few weeks.
Many thanks for your time and effort in being involved in this research 
project.
Yours sincerely
Susan Griffin 
32 Persic Street 
Belfield NSW 2191 
6425507(H); 6466377(W)
C O N S E N T  F O R M
OCCUPATIONAL THERAPY PRACTICE IN HEALTH 
CARE TEAM ENVIRONMENTS PROJECT
I have read the information presented in the letter supplied with this consent 
form and agree to participate voluntarily in an in depth interview. I 
understand that the interview will be audiotaped. The confidentiality of my 
comments will be protected as no identifying data will be linked to the 
interview information. I understand that the results of the interview will be 
used to develop a pen and paper questionnaire for distribution to 
occupational therapists in NSW. I understand that the research is for a 
higher degree and that the results of the investigation will be published in 
academic forums.
Name:
Signature: Date:
Please return the consent form together with the small "Question Sheet" 
envelope in the addressed envelope provided by 25/2/91. Please return to 
Susan Griffin, 32 Persic Street, Belfield, 2191.
OCCUPATIONAL THERAPY PRACTICE IN HEALTH 
CARE TEAM ENVIRONMENTS PROJECT 
QUESTION SHEET
Please write responses and comments to the five questions below. It should 
take only about 10-15 minutes to complete. Your responses will be used in 
formulating an interview guide.
Briefly describe the health care team in which you work, its members and 
how it functions.
In your experience what is positive (good) about the way it functions?
W hat is  n egative  (bad) about the w a y  it functions?
What issues/topics might be considered in a continuing education program 
for occupational therapists working as part of a health care team? Please 
consider what the topics might be and the way in which they might be 
addressed. (Continue on the next page if required)
If you have specified more than one above please rank them in order of 
importance from most important (1) to least important.
T hank y o u  for your com m en ts.
Please place this sheet into the envelope marked "Question Sheet" and 
return it with the consent form in the addressed envelope provided by 25th 
February 1991. Please return it to Susan Griffin, 32 Persic Street, Belfield, 
2191.
A P P E N D I X  T H R E E
QUESTION SHEET RESPONSES 
ACCORDING TO TOPIC AREAS
Listed below are the responses from questions two and three of the question 
sheet sent to interview participants. These are listed in two broad 
groupings: positive and negative statements about the way respondents' 
teams functioned. Within the two broad groupings comments are divided 
according to the five theme areas used in the interview guide. Some 
responses may relate to more than one theme area so are listed accordingly.
NEGATIVE STATEMENTS 
Communication
♦Research findings are not always put into practice 
♦Difficult to organise meetings, long time delays
♦Requires considerable time in staff feedback, communication and support 
to maintain continuity
* Communication as a separate unit - information from referrers, wards may 
be poor.
♦Limited time for PR with wards, referrers.
* Isolation of OT being only 20 hours per week.
♦Timing of meetings
♦Rarely receive input from the head of the department 
♦Ward meetings concentrate on where a patient will be discharged to and 
how soon rather than including their current functional status. They are 
more concerned with medical aspects - decreased allied health participation 
inn the meetings and we don't hear specifically how the patient is going in 
each area.
♦Some team communication is lacking
♦Files are often taken from the ward and are hard to find.
Models of Practice
♦Doctor dominated - especially weekly rheumatology meeting
♦Not common philosophy of patient care
♦Staff clashes over ideological differences in treatment
♦Service director and team leader are from disciplines other than my own.
This is a source of conflict - lack of awareness of OT role; lack of
recognition of OT ability to make decisions re service delivery etc. Also a
lack of encouragement or praise for achievements.
♦Assessment procedures that are generalised to all professions.
♦With so many health professionals having an input into patient's care - 
patient has to deal with a cast of thousands.
♦All treatment dictated by doctor
♦Many staff members are new graduates and role defensive
Relationships with Colleagues
♦Some personality difficulties in some teams
♦Many staff members are new graduates and role defensive
♦Duplication of information, ie. physio/OT
♦Staff clashes over ideological differences in treatment
♦Prior to December nursing position (RN) on application and interview.
Now on appointment by DON (recently made a NUM position).
♦Being the sole OT is isolating at times because no one else in the team
speaks the same language.
*Some health professionals feel they "own" the patient and block OT input 
or referral is too late to be effective.
*GP's can block our involvement with clients.
*Distinct hierarchy
*Ward meetings concentrate on where a patient will be discharged to and 
how soon rather than including their current functional status. They are 
more concerned with medical aspects - decreased allied health participation 
in the meetings and we don't hear specifically how the patient is going in 
each area.
*Ongoing change over of nurses - decreased continuity of care and carry 
over of OT recommendations for patients treatment.
*Few resources leading to staff conflict and demoralisation, eg.staff freezes.
Access to Decision Making
* Sometimes the consultant will make decisions without referring to team 
members
*Powerlessness in directing area policy affecting community health needs 
*Service director and team leader are from disciplines other than my own. 
This is a source of conflict - lack of awareness of OT role; lack of 
recognition of OT ability to make decisions re service delivery etc. Also a 
lack of encouragement or praise for achievements.
*Most decisions are made at the executive level - these are discussed with 
the rest of the staff, but if serious disagreement exists the executive 
decisions remains and is termed "an executive decision". Leads to a feeling 
of helplessness and eventual apathy on the part of staff who feel there is 
little point in attempting to give their view.
* Conflict in who is "in charge"
*Lacks strong leadership
*Due to a blanket referral system the resident does not have to refer patients 
so when s/he is planning to discharge them, OT is often not told - they 
assume we know or that there are no problems.
*Occasional discharge without OT notification.
*Ward meetings concentrate on where a patient will be discharged to and 
how soon rather than including their current functional status. They are 
more concerned with medical aspects - decreased allied health participation 
in the meetings and we don't hear specifically how the patient is going in 
each area.
Professional Autonomy
*A11 treatment dictated by doctor
* Staff clashes over ideological differences in treatment 
*Difficulties in role delineation
*A lot of responsibility on OT
*GP's can block our involvement with clients.
* Doctor dominated - especially weekly rheumatology meeting
* Service director and team leader are from disciplines other than my own. 
This is a source of conflict - lack of awareness of OT role; lack of 
recognition of OT ability to make decisions re service delivery etc. Also a
la ck  o f  en cou ragem en t or praise for ach ievem en ts.
Other
The statements below were not related to the five major themes which came 
from the data.
*Ever present waiting list
*At present it is often abused by people seeking admission to hostels and 
nursing homes without an appropriate reason.
*Some carers/relatives try to manipulate the outcome of some assessments. 
*Some duplication of effort with other agencies.
*Lacks support and identity.
* Service is understaffed, stressed
*Time delays with home modifications due to builder.
*Large case loads at times.
POSITIVE STATEMENTS 
Communication
*Case conferences reinforce teamwork 
*Communication with nursing is usually good 
*The weekly ward meeting provides opportunities to: 
raise concerns and clarify the patients medical status; it is a relatively non 
threatening environment; vast variety of knowledge and expertise to draw 
from; you are a part of the decision making process - ie. planning patients 
discharge or appropriate rehab setting; little rivalry amongst team members 
as they appear secure in their own positions.
*We are able to respond quickly to referrals 
*Team communication is very good
*Expert knowledge regarding local facilities/options open to client
*Client queries can usually be answered during initial visit regarding a wide
range of options they may already be considering
*Twice weekly conferences good for such a large team to communicate
Consultants return pages
* Consultants easily accessible and responsive
*Weekly inservice - one unit presents information from their area - 
enhances awareness of the activities of each unit
*The unit I work in (O.T., P.T., S.P.) shares one office - communication is 
facilitated re clients, problems in service delivery etc. We gain a great deal 
of support from each other. (Personality is a factor - sharing an office with 
'opposing' personalities would be less enjoyable).
*Its fairly informal
* Sector team meeting enables information to be shared easily 
Models of Practice
*OT, clinical nurse consultant and social worker run a group together for 
relatives to provide support and information - decreased duplication of work 
and able to educate relatives collectively 
*The weekly ward meeting provides opportunities to:
raise concerns and clarify the patients medical status; it is a relatively non 
threatening environment; vast variety of knowledge and expertise to draw 
from; you are a part of the decision making process - ie. planning patients 
discharge or appropriate rehab setting; little rivalry amongst team members 
as they appear secure in their own positions.
♦Psychosocial functioning of patient considered equally with medical care 
*Each professional is able to bring their specialist skills into dealing with 
the patient
*It's enjoyable working with people who different orientations and views of 
managing patients - provides variety and stimulation
* Multi-disciplinary team brings a variety in philosophical approach to rehab 
*Encourages sharing of skills between professions
*Variety of contacts and resources 
*Variety of skills
♦Its eclectic approach to health via various disciplines and models
♦Roles within teams are mostly interchangeable with same areas of
expertise
♦Relaxed, respectful attitude for others skills
*At ward level, staff work well and respect each others skills
Relationships with Colleagues
* Current doctors are easy to liaise with
♦Rehab clerk assists greatly with equipment transfer and report follow up 
♦The weekly ward meeting provides opportunities to: 
raise concerns and clarify the patients medical status; it is a relatively non 
threatening environment; vast variety of knowledge and expertise to draw 
from; you are a part of the decision making process - ie. planning patients 
discharge or appropriate rehab setting; little rivalry amongst team members 
as they appear secure in their own positions.
♦Daily interaction - mostly with changing nursing staff some of whom are 
keen to learn about positioning and handling - also speak regularly with 
physios and speech therapist mainly discussing patients present status rather 
than a coordinated treatment regime apart from treatment times.
♦Resident doctor is always on the ward - willingly gives information to all 
staff members
*OT, clinical nurse consultant and social worker run a group together for 
relatives to provide support and information - decreased duplication of work 
and able to educate relatives collectively 
♦All paramedical staff have equal importance 
*OTs input is very important - OT co-ordinates pain 
management group 
Consultants return pages 
Consultants easily accessible and responsive 
♦Attend outings together 
♦Very little inter team competition 
*OT is well established 
♦Everyone is on first name basis 
♦Management is very approachable at all times
Access to Decision Making
* Hospital directors listen to suggestions 
*A11 paramedical staff have equal importance
*Each team member is able to give input into the management plan for a 
patient - makes management more comprehensive due to the different 
orientations of each professional 
*Mixed discipline group leadership
*Everyone has a say - at case conferences and at team meetings 
*Management is very approachable at all times
Professional Autonomy
*OTs input is very important - OT co-ordinates pain management group 
*Staff remain professionally responsible to the In-charge of their discipline 
at the teaching hospital of which the community centre is a part - therefore 
able to maintain contact with other OT's
*Professional autonomy for staff on a clinical and case management level 
*VMO's mostly allow professionals to treat as they feel appropriate
Other
*Because it is an assessment agency only, it does not get congested with a 
lot of ongoing difficult cases
*Being community based it functions as a shop front eg. Via our intake 
system we are the first point of contact for people in crisis or with general 
health needs. We therefore have an important role in preventative health. 
*The opportunities we have to involve non health agencies to promote and 
maintain community health, through community liaison and development 
*The work demands are shared 
*We have been involved in fund raising activities
The above information was taken from 11 returned question sheets.
A P P E N D I X  F O U R
INTERVIEW GUIDE
322
The interview guide is outlined below. The notation appearing in brackets 
after each question represents the training needs assessment question type as 
described by Rossett (1987) and outlined in the methodology.
INTRODUCTION: Review purpose, use of information, reiterate consent 
for audiotaping, discuss turning tape off at some points during interview if 
preferred.
Prelude: A range of topics were raised on the question sheets that you and 
other interviewees completed. I would like to discuss these with you.
TOPIC ONE: COMMUNICATION
One of the issues raised on the sheets was that of communication within the 
team. Some aspects of communication were seen positively and some were 
seen negatively.
In relation to your experience can you describe in detail what aspects of 
your team's communication are good and not so good (General).
Thinking about individuals within your team, how would you describe the 
communication patterns or skills of those you consider to communicate well 
in the team (Detailed; Feelings).
What knowledge, skills and attitudes do you think occupational therapists 
need to communicate effectively within a team? (Feelings). Use probes to 
address components.
TOPIC TWO: MODELS OF PRACTICE
Health professionals come to a health care team with different approaches 
or models of practice that guide their work with clients.
Can you describe how the different models affect the way your team 
functions (General).
Would you say based on the description you have just given, that the 
coming together of different models is a positive or negative thing for your 
team (Detailed).
Can you describe the factors within the team or the individuals themselves 
that may influence this (Causes).
What do your think occupational therapists need to know, be able to do or 
to think for them to be able to work effectively in an environment where 
different models/approaches come together? (Feelings). Use probes to 
address components.
TOPIC THREE: RELATIONSHIPS WITH COLLEAGUES
The relationships that develop between colleagues on a team affect the way
the team functions.
How would you describe the relationships between yourself as an OT and 
other team members (General).
Would you say that the description you have just given seems to indicate 
that interprofessional relationships are generally good or cause some 
difficulties (Detailed).
Do you think this is linked in any way to the issue of occupational status or 
a hierarchy operating within the team? (Causes). Use probes to address 
components.
Why do you think the relationships in your team are good? What attitudes 
of the team members contribute to the successful relationships? (Causes). 
Use probes to address components.
How do you think occupational therapists can ensure the working 
relationships they have with team colleagues are productive? (Feelings).
What do occupational therapists need to know, be able to do, or think to 
ensure this happens? (Feelings). Use probes to address components.
TOPIC FOUR: ACCESS TO DECISION MAKING
We have talked generally about the relationships between colleagues on the 
team. Can you describe the decision making processes that operate in your 
team. How are decisions made? Who has input into the decisions? How 
are these communicated?
(General).
How does the leadership within the team affect this? (Detailed; Causes).
How satisfied are you with this process and your ability to influence the 
decision making? (Feelings).
What knowledge, skills, or attitudes do you need to have maximum impact 
on the decision making within your team, given its basic decision making 
practice? (Feelings). Use probes to address components.
Would you describe your position as powerful or powerless in the team 
structure? Why? (Detailed; Causes).
Do you think it is important for occupational therapists to understand the 
power dynamics that are operating within their work environment? Why? 
(Feelings).
Do you think occupational therapists are generally aware of these dynamics? 
(Proof).
TOPIC FIVE: PROFESSIONAL AUTONOMY
The very nature of your work environment as part of a team means you are
subject to the views of other team members. How would you describe your 
professional autonomy within your work environment? (General).
Would you say you exercise complete discretion about your treatment 
practices or that they are subject to the views or decisions of others? Why 
do you think this is so in the team/environment you work in? (Detailed; 
Causes).
Is there anything about occupational therapists themselves that limits or 
enhances their professional autonomy? (Feelings).
How can occupational therapists maximise their professional autonomy? 
(Feelings).
TOPIC SIX: CONTINUING EDUCATION TOPICS 
Look at the list of proposed topics for a continuing education program for 
occupational therapists working as part of a health care team. Rank the 
three most important topics that you think should be included in a course 
and the three least important topics for inclusion (Feelings).
Topics:
1. Liaison skills
2. Assertiveness skills
3. Models of the process of decision making - how to present implement 
and monitor the process
4. Communication skills
5. Negotiation and conflict resolution skills
6. General philosophy of team/treatment approaches; role of each team 
member
7. How to maintain a professional identity in a multidisciplinary 
environment
8. Changing political environment and how it may affect our future 
position/role
9. Skills to explain your role clearly to justify your position in the team
10. Awareness of how the team functions as a system
11. Understanding of the importance to review team process
12. To be able to accept disagreement and respect different opinions
13. Awareness of other professions approaches
14. Team building
15. Time management skills
16. Management skills
17. Presentation skills for meetings and communicating with colleagues
18. PR concepts applied to marketing OT
19. Public speaking
20. Writing clear measurable problem lists
21. Teaching techniques
22. OT theoretical frameworks to increase confidence and PR abilities
23. Case supervision
24. Community resources
25. Developing protocols within OT department and with others to 
promote consistency and continuity of care.
26. Case review
27. Case management and treatment techniques
28. Health information and policy updates
29. Documentation skills
30. Methods of monitoring change in patients conditions
31. Assessment and evaluation
32. Crisis management
33. Quality assurance review
34. How to set up joint research projects
35. Constant updating of skills/research findings
36. Avoidance of burnout
37. Confronting stress and burnout
Most Important: i) ii) iii)
Least Importanti) ii) iii)
Why do you think these are the most important?
Look at the list of delivery methods.
Which delivery method do you think would be most appropriate for each of 
the three topics you have ranked? (Feelings).
i ii iii
Preparation of reading lists 
eg. annotated bibliography
Inservice courses
Weekend Workshops
Post graduate education
Self study packages 
for a group
Self study packages 
for individuals
Evening course over a 
number of weeks
Lecture series
Individual needs assessment 
ie. tailor made for individual
Other eg. combinations 
(please describe)
TOPIC SEVEN: Look at the continuum of health care teams from 
multidisciplinary through to transdisciplinary teams and the descriptions of 
these.
Based on these definitions mark where you would put the team you work 
in. You can place the team anywhere on the continuum both at and 
between asterisks depending on the characteristics of the team 
(Demographic).
Discuss why this choice was made particularly if between two categories. 
HEALTH CARE TEAM CONTINUUM
*  *  Sic
MULTIDISCIPLINARY INTERDISCIPLINARY TRANSDISCIPLINARY
Multidisciplinary: The client is seen by more than one health care
professional but with limited communication between the professionals 
concerned. Each professional works largely independently pursuing their 
own treatment plan with the client.
Interdisciplinary: There is communication between health care professionals 
involved in an attempt to co-ordinate treatment between professionals.
Transdisciplinary: Similar work is carried out by each team member and 
activities do not conform to traditional discipline boundaries. One health 
care professional often takes responsibility for a number of clients and an 
individual program is designed for each client.
CONCLUSION: Thank for time, reassure confidentiality, ask for final 
comments or questions.
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APPENDIX FIVE
SPECIFIC TOPIC AREAS COMMENTED ON BY RESPONDENTS
DURING INTERVIEWS
Good Aspects of Team Communication
* Respect for others 
•Non threatening
* Scheduled meeting
•Able to express concerns at meeting 
•Brings professionals together for ideas sharing 
•Makes one part of decision making
*Daily contact/informal network 
♦Communication book in use 
♦Open communication
Negative Aspects of Team Communication
* Negative aspects of team meetings 
•Medically oriented
•No direct allied health view sort
•Limited time in meeting
•No follow on from meetings/poor decisions
♦Decisions imposed by medical staff 
•Frustration experienced by allied health professionals 
♦Poor leadership
* External factors negatively affecting communication 
♦Filter of information operating through various levels
* Conflict experienced
Skills of Good Communicators
♦Good listeners
♦Good information seekers
♦Able to accept others views
♦Able to be flexible
♦Diplomacy
♦Good meeting skills
♦Able to be clear and concise during verbal communication
♦Able to put others at ease and not be judgemental
♦Does not take the role of heavy handed expert
♦Able to accept they have made a mistake
♦Pass on accurate communication
♦Unemotive
♦Good, confident personal presentation skills 
♦Good conflict resolution skills 
♦Knows his/her own role
Positive Effect of Models Coming Together
♦People listen and respect others
♦Leads to expansion of ideas or a broader perspective with different
ideas coming together
♦Influenced by the organisation's culture
* Influenced by personal attributes of team members
* Positive due to team stability
Negative Effects of Models Coming Together
* Influenced by personalities
*Due to external factors and resource constraints
Relationships with Colleagues
*Good relationships 
•Due to respect for OT role 
•Due to individual personalities 
•Due to external forces drawing team together 
•Due to new and old staff mix 
' »Due to personal effort 
•Due to shared client focus
* Negative relationships
•Due to rivalry/competition between allied health professionals 
•Due to poor understanding of OT role
* Affected by use of mentor
Team Hierarchy
*Medically dominated hierarchy 
•Hierarchy between nurses and doctors, not allied health 
•Allied health equal
*No hierarchy
*Hierachy for reasons other than related to occupations
Access to Decision Making
*Patient/client related decisions 
•Made at meetings
•Medical dominated decisions
-will listen to allied health input 
-will not listen to allied health input 
•Made by team, not medically dominated 
•Processes in place guide decisions
* Administrative decisions 
•Team leader has major influence 
•Concensus/team decision
Communication of decisions 
•At meeting with minutes
-transfered to communication book and discussed at nurse 
handover
•At meetings without minutes
*Effect of leadership on decision making 
•Does not dominate 
•Dominates
-weak leadership leading to poor decision making 
-no decisins without leader present 
•Lack of support/confidence in leader
* Satisfaction with influence over decision making 
•Satisfied
-up to efforts of the individual 
•Dissatisfied
* Personal power 
•Powerfull
-due to being articulate about what therapist does 
-due to client contact/knowledge 
-due to experience on team 
•Powerless 
•Middle ground
Level of Occupational Therapists Political Awareness 
*Aware 
*Not aware 
*Do not know 
*Both
Perceived Autonomy
*Autonomous
•Due to distance from OT department or being a solo OT 
•Due to the nature of the job 
•Due to personal skills and experience 
*Not autonomous
Factors Affecting Occupational Therapists' Autonomy
*OT's do not know what OT's do 
*Personal confidence 
*Work setting
*Public not knowing what OT's do
* Support from head OT 
*Due to OT role
*Good communication skills 
*Being a patient advocate
*Due to ignorance of others so they do not interfere
Knowledge, Skills and Attitudes Required by an Occupational Therapist 
Working in a Team
* Knowledge
•Know about your patient 
•Know your role
•Know about the politics and how the system works 
•Know your own skills and limitations 
•Engage in further education
^Skills
•Concise clear communication 
•Articulate your role and what you can offer 
•Being confident and assertive 
•Stress management skills 
•Skills working with others
•Good personal presentation skills/being professional 
•Accept feedback/ criticism 
•Conflict resolution skills 
•Persistence
* Attitudes
•Accept differences in other professionals 
•Understand the models others work from 
•Have a broad flexible approach 
•Do not be defensive about OT role 
•View yourself as part of the team 
•Put the patient first 
•Be aware of your own biases
A P P E N D I X  S I X
PILOT QUESTIONNAIRE
OCCUPATIONAL THERAPY PRACTICE IN HEALTH CARE TEAMS
SECTION ONE
Please rate each item according to the extent to which you agree with the statement by 
circling the relevant number.
Agreement
none high
1 2 3 4 5 1. It is unimportant whether one understands the models from
which other professionals on a team work.
1 2 3 4 5 2. Seeing myself as part of the team is important for me to
work well in the team.
1 2 3 4 5 3. Personality factors are the most important things which 
affect how a team functions.
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5
4. Being confident in my role as an OT is important for me to 
be able to work well in a team.
5. Having good verbal presentation skills is unimportant for 
working well in a team.
6. Good team meeting skills are most important for me to work 
well on a team.
7. It is most important for me to protect my own territory in a 
team.
8. As long as I do my job with clients well, it doesn't matter 
what other things are happening around me.
9. Being clear and concise in my commun-ication with others 
is important for the way I work on a team.
10. Others team members' views of me are unimportant for 
how I work on a team.
11. The informal network I have is most important for me in 
being able to function well on a team.
12. The best way for me to protect my autonomy on a team is 
to know clearly what my role is.
13. Having an impact on the decision making of the team is 
really up to me as an individual.
14. Generally, the best decisions made by the team are those 
made by someone in a leadership position.
Agreement
none high
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
15. I'm not really a very powerful member of my team.
16. The decision making processes in my team mean that I am 
always clear about what decisions have been made and why.
17. The most essential asspect of good teamwork is the 
acceptance by each member of the differences in orientation of 
fellow members.
1 2 3 4 5 18. Women have to be extemely good on a team to get respect.
1 2 3 4 5 19. I'm most likely to have my autonomy questioned in the 
team when I am feeling less than confident.
1 2 3 4 5 20. The most disturbing aspect of team work is conflict.
1 2 3 4 5 21. I generally have difficulty expressing my views in a team 
meeting.
1 2 3 4 5 22. My greatest source of power in the team is what I know 
about clients.
1 2 3 4 5 23. Poor procedures for following up on decisions made at a 
meeting are particularly frustrating in my team.
1 2 3 4 5 24. The occupational hierarchy operating in teams has the 
greatest effect on how well I can work within them.
1 2 3 4 5 25. Personal characteristics have little effect on how team 
colleagues relate.
1 2 3 4 5 26. A problem my team rarely experiences is competition 
between members of the team.
1 2 3 4 5 27. Knowing my own approach and sticking within these 
boundaries is the best way to get on in a team.
1 2 3 4 5 28. We make good decisions as a team when there is a chance 
for discussion and working towards consensus.
1 2 3 4 5 29. Having good conflict resolution skills helps one to work 
effectively in a team.
1 2 3 4 5 30. Working relationships between male and female colleagues 
on my team causes me little concern.
Agreement
none high
1 2 3 4 5 31. It is important to be able to clearly articulate my role in 
order to work effectively within a team.
1 2 3 4 5 32. I don't really learn much from working with colleagues 
from different disciplines in a team.
1 2 3 4  5 33. Rivalry between team colleagues is the most destructive 
thing that can happen to a team.
1 2 3 4 5 34. The most influential factor in how well I can work on a 
team is how my contributions are valued by team colleagues.
1 2 3 4 5 35. Conflict is usually created due to the differing viewpoints 
held by team members.
1 2 3 4 5 36.
1 2 3 4 5 37. Using the formal channels of communication is the best 
way to get on in a team.
1 2 3 4 5 38. Strong leadership is the most critical factor in good 
teamwork.
1 2 3 4  5 39. I usually feel fairly powerful in my team.
1 2 3 4  5 40. The most satisfying thing about working in a team is that it 
brings together a range of different viewpoints.
1 2 3 4 5 41. It is best to keep my distance from the team rather than 
getting closely involved.
1 2 3 4 5 42. Role flexibility is most important for working well with 
team colleagues.
1 2 3 4 5 43. It is really important to understand the politics of a team 
environment.
1 2 3 4  5 44. I cannot do much to change the impact I am able to have 
on decision making in the team.
1 2 3 4  5 45. Knowing how the key players in the team operate enhances 
my power in the team.
1 2 3 4 5 46. Status issues between professionals on the team are not 
much of an issue for me.
Agreement
none high
1 2 3 4 5 47. To work effectively on a team one has to overlook sexual 
innuendos.
1 2 3 4 5 48. Humour is an effective tool for developing good working 
relationships with colleagues.
S E C T I O N  T W O
Please use the two scales below to rate each skill or knowledge area by circling the 
number which best applies. Use the scale on the left to rate your current skill or 
knowledge level for each item. You should use the scale on the right to indicate the ideal
skill or knowledge level for an occupational therapist working as part of a health care 
team.
Current Skills/ 
Knowledge
Ideal
Skills/
Low High 
1 2 3 4 5
Knowledge
Low High
1. Negotiation and conflict resolution 1 2 3 4 5 
skills
1 2 3 4 5 2. Assertion skills 1 2 3 4 5
1 2 3 4 5 3. Decision making skills 1 2 3 4 5
1 2 3 4 5 4. Communication skills 1 2 3 4 5
1 2 3 4 5 5. An understanding of the impact of 1 2 3 4 5 
changing political environments on 
your future role
1 2 3 4 5 6. Quality assurance skills 1 2 3 4 5
1 2 3 4 5 7. How to maintain a professional 1 2 3 4 5 
identity in a team environment
1 2 3 4 5 8. Skills to explain your role clearly to 1 2 3 4 5 
justify your position in the team
1 2 3 4 5 9. Presentation skills for meetings and 1 2 3 4 5 
communicating with colleagues
1 2 3 4 5 10. Awareness of how the team 1 2 3 4 5 
functions as a system
1 2 3 4 5 11. Knowledge of teamwork theory 1 2 3 4 5
1 2 3 4 5 12. Knowledge of OT theoretical 1 2 3 4 5 
frameworks to increase confidence
1 2 3 4 5 13. Management skills 1 2 3 4 5
1 2 3 4 5 14. Awareness of the treatment 
approaches of other professions
1 2 3 4 5
1 2 3 4 5 15. Team building skills 1 2 3 4 5
1 2 3 4 5 16. Documentation skills 1 2 3 4 5
1 2 3 4 5 17. Skills for developing OT protocols 1 2 3 4 5
1 2 3 4 5 18. Joint research project development 
skills
1 2 3 4 5
S E C T I O N  T H R E E
Please complete the questions in this section by ticking 
spaces provided or by writing in the space provided.
the appropriate answers in the
1- Age: _____ years
2. Sex: ED Male ED Female
3. Please mark all the occupational therapy qualifications you hold/have held:
ED Diploma □  Bachelor's degree 
□  Graduate Diploma ED Master's degree
□  Doctoral degree
4. Please indicate the highest qualification you hold:
□  Diploma □  Bachelors degree
□  Graduate Diploma □  Masters degree
□  Doctoral degree
Title of Award:_______________________________ _
(eg. Master of Arts (Interdisciplinary Studies) in the area of Women's Studies)
5. Current employment
□  In a designated occupational therapy position 
(Go to Q.6)
□  In a position not designated as an occupational therapy position. Please 
specify title:
(Go to Q.7)
6. Level of current position (please select equivalent if outside public sector):
ED Grade 1 ED Grade 2 ID! Grade 3
ED Grade 4 ED Grade 5
7. Years of experience as an occupational therapist:
______ years
8. Years of experience at current level:
______ years
SECTION FOUR
The purpose of this section is to measure the meanings of certain concepts to occupational 
therapists. You are required to judge the concepts against a series of descriptive scales. 
Please make your judgements on the basis of what these things mean to you. On the 
following pages you will find a different concept to be judged and beneath it a set of 
scales. You are to rate the concept on each of these scales in order.
This is an example of how you are to use these scales:
You should place your check mark according to how closely related you feel the concept 
is to either end of the scale.
The more closely related to one end of the scale you feel the concept is, the closer you 
should put your check mark to that end. For example, if you feel that the concept at the 
top of the page is very closely related to one end of the scale, you should place your 
check mark as follows:
fair..X :___ :___ :___ :___ :___ :___ unfair
or
fair___ •___ :___ :___ :___ :___ : X unfair
You should put your check mark further towards the middle of the scale if you feel the 
concept is related to one end but not as strongly.
The direction to which you check, of course, depends upon which of the two ends of the 
scale seem most characteristic of the thing you are judging.
If you consider the concept to be neutral on the scale, both sides of the scale equally 
associated with the concept, or if the scale is completely irrelevant, unrelated to the 
concept, then you should place your check-mark in the middle space.
IMPORTANT: 1. Place your check-marks in the middle of spaces not on the 
boundaries:
this not this 
: : X : :X___ : :
2. Be sure you check every scale for every concept - do not omit any.
3. Never put more than one check-mark on a single scale.
Do not look back and forth through the items. Do not try to remember how you 
checked earlier items. Make each item a separate and independent judgement. Work 
through each concept or item as quickly as possible. It is your first impressions, that is 
your immediate "feelings" about the items which are important.
MY POWER
g o o d ___ :___ :___ :___ ____:___ ; bad
desirable___:___:___:___:___:___:__ undesirable
active : : : : : : passive
strong : : :: : : : weak
warm : : : : : : cold
deep : : : : : : shallow
heavv : : : : : : light
stimulating : : : : : : dull
dynamic : : : : : : static
CONFLICT
g o o d ___ :___ :___ :___ :___ :___ :___ bad
desirable___:___:___:___:___:___:__ undesirable
active : : : : : : passive
strong : : :: : : : weak
warm : : .: : : : cold
deep : : : : : : shallow
heavv : : : : : : light
stimulating : : : : : : dull
dynamic : : : : : : static
W O R K IN G  IN  T E A M S
good___ :__:___ :__ :___:_:___ bad
desirable— :___ :__:___ :__ :___:_undesirable
active— :--- :___:__ :___:__ :__ passive
strong___:___:___:___:___:___:__ weak
warm___ :__:___ :__ :___:_:___ cold
deep— :--- :___:__ :___:__ :__ shallow
heavy___ :__ :___ :__ :___:_:___ light
stimulating___ :__ :___ :__ :___:_:____dull
d yn am ic____ :___:____ :___ :____:__:____ static
HIERARCHIES
desirable---- :___ :__ :___:__ :__:__ undesirable
active--- :__ :___:__ :___:__ :__ passi ve
strong---- :___:___:___:___:___:__ weak
warm___ :__ :___:__ :__:__ :___ cold
deep----:__ :___:__ :___:__ :__ shallow
heavy___ :___:__ :__ :__:__ :___ light
stimulating___:___:__ :__ :__:__ :____didi
g o o d ____:___ :____:___ :__ :___ :____ bad
d yn am ic____ :____:___ :___ :__ :___ :____ static
good___:___:___:__ :___:___;__ bad
W O R K IN G  W IT H  O T H E R  D IS C IP L IN E S
desirable---- :___:___:___:___:___:__ undesirable
active : : : : : : passive
strong : : : : : : weak
warm : : : : : : cold
deep : : : : : : shallow
heavv : : : : : : light
stimulating : : : : : : dull
dynamic : : : : : : static
SECTION FIVE
How would you rate yourself from novice to expert in the following areas:
NOVICE 
1 2 3
EXPERT 
4 5 1. Teamwork skills
1 2 3 4 5 2. Political skills
1 2 3 4 5 3. Role clarity
1 2 3 4 5 4. Role confidence
1 2 3 4 5 5. Colleague relationships
Please comment on any specific areas of knowledge or skill in relation to working a team 
member which you would like to improve?
A P P E N D I X  S E V E N
QUALITATIVE EVALUATION: CONSTRUCTION PHASE OF 
QUESTIONNAIRE DEVELOPMENT
The qualitative feedback provided by respondents during this phase of the instrument 
development is outlined below according to sections of the questionnaire. Comments 
elicited from respondents during phone interviews are listed as well as comment written 
onto the questionnnire for section one.
The number in brackets after a comment indicates the number of respondents who made it. 
Section One
Odd grammar at times. May need to re-order sentence parts. Felt I had to read backwards 
at times.
Can't remember any difficulties (4).
Some wording difficult, otherwise OK.
Mostly straight forward. Good thinking point - highlighted ideas. All items seemed to fit - 
nothing struck as odd.
At times needed judgement re meaning of some statements.
Felt I wanted to argue with/about statements at times - otherwise OK.
Q6, 7, 11. ?too basic: Most meaning very or highest priority?
Q12. Do not like the word protect.
Q13. Plus other factors.
Q14. I take it youmean formal leadership. A decision made by a leader is not made by a 
team - can not answer.
Q17. An element.
Q18. This holds for many areas oflife.
Q22. Individual clients, or client population or disablity?
Q35. Attitudes, values.
Q49. Clinical or administrative issues - answer different for both.
Section Two
Needed value judgement re what therapists needed ideally.
Ideal sectionis perhaps not discriminatory - all needed, therefore all marked 5.
Word ideal implies top level leading to all 5 rankings, therefore not discriminatory on this 
scale.
No problems (3).
Helped highlight own deficits in certain areas.
Interesting to do for self. Had to think about own skills carefully.
Section Three
All felt it was OK.
One respondent queried why it was not at the beginning.
One commented it was good not to have to do it first.
Section Four
Interesting - positive end varied for heavy/light scale.
Straight forward - all had positive end.
Difficult, not accustomed to doing this type of task. Few scales not applicable to concepts 
- deep/shallow and heavy/light were hard to apply. Warm a little difficult.
Used middle answer if unable to apply scale.
Intersting.
Few scales open to wide interpretation = warm/cold, deep/shallow, heavy/light, 
stimulating/dull. Confusing re positive end for these scales. Raised issue of "what does she
mean".
Heavy/light applied to some concepts, difficult with others.
1 ficulty with heavy/light - no positive end. Middle point checked when difficulty 
experienced applying scales.
Not too difficult,did a personalrating. Some scales very appropriate, some hard to use. Had
to think about own behaviour in relation to concepts like warm. Nothing I could not deal 
with.
Confusion over heavy/light. Way of using words changed, not consistent positive end. 
Section Five
All felt this section was straight forward.
Section Six
Do example of exactly where to put mark to make it clearer.
Good, gave definitions,seemed clear.
No trouble placing teams, definitins clear.
OK (2)
Ok, reasonably well explained. Good looking at differences between team types.
No problems. Had to think a bit asteams can be fluid.
OK, thought about current and past experiences. Had to "limit".
General Comments
Did not notice repitition of areas, felt continuous.
All issues brought up through out but asking for a different slant. Instructions clear, a little 
long perhaps.
Second section took the longest time to complete.
Interesting and thought provoking questionnaire.
Not difficult overall, jogs thinking.
Time to Complete
Eight respondents were able to recall the time it took to complete: 15min, 20min (3), 
25min (2), 20-30min, 30-45min.
A P P E N D I X  E I G H T
AGGLOMERATION TABLES FOR PILOT CLUSTER ANALYSIS
AGGL
METE
O M ERATIO N SCHEDULE FOR CASES - WARD  
[OD
Clusters
Combined
Clus 1st Appears
Stage Clusl Clus2 Coefficient Clusl Clus2 Next
1 12 33 15.000000 0 0 5
2 24 26 32.500000 0 0 11
3 2 5 51.500000 0 0 6
4 9 14 72.500000 0 0 15
5 12 32 94.166664 1 0 20
6 2 27 115.833328 3 0 14
7 6 18 137.833328 0 0 12
8 29 31 161.333328 0 0 16
9 7 28 185.833328 0 0 14
10 3 25 210.833328 0 0 26
11 1 24 236.000000 0 2 17
12 6 19 262.666656 7 0 22
13 11 17 289.666656 0 0 16
14 2 7 317.699982 6 9 18
15 9 13 346.033325 4 0 23
16 11 29 375.783325 13 8 21
17 1 16 411.366669 11 0 24
18 2 34 447.000000 14 0 24
19 20 36 483.500000 0 0 27
20 12 30 521.833313 5 0 25
21 11 15 562.383301 16 0 26
22 4 6 603.966614 0 12 29
23 9 35 648.633301 15 0 28
24 1 2 694.149963 17 18 30
25 12 21 741.549988 20 0 33
26 3 11 790.321411 10 21 34
27 10 20 839.154724 0 19 30
28 9 22 898.354736 23 0 32
29 4 23 958.904724 22 0 31
30 1 10 1028.81751 24 27 32
31 4 8 1100.18420 29 0 34
32 1 9 1178.74915 30 28 33
33 1 12 1278.65112 32 25 35
34 3 4 1390.22070 26 31 35
35 1 3 1534.63892 33 34 0
A G G LO M ERATIO N SCHEDULE FOR VARIABLES - 
M ETHO D
WARD
Clusters
Combined
Clus 1st Appears
Stage Clusl Clus2 Coefficient Clusl Clus2 NextSta
1 4 9 6.000000 0 0 2
2 2 4 13.333334 0 1 5
3 28 29 22.333334 0 0 5
4 15 43 32.833336 0 0 12
5 2 28 45.300003 2 3 14
6 8 25 58.800003 0 0 16
7 5 11 72.30003 0 0 22
8 3 31 86.300003 0 0 20
9 12 19 101.30003 0 0 10
10 12 13 116.966667 9 0 30
11 42 44 132.966675 0 0 25
12 15 21 149.800003 4 0 26
13 14 18 168.800003 0 0 29
14 2 17 189.333344 5 0 41
15 20 37 210.333344 0 0 19
16 8 10 232.833344 6 0 26
17 1 40 255.833344 0 0 32
18 16 39 278.833344 0 0 31
19 20 35 303.166687 15 0 21
20 3 30 327.833344 8 0 30
21 20 34 353.500000 19 0 36
22 5 41 379.333344 7 0 27
23 27 36 405.333344 0 0 28
24 7 24 431.833344 0 0 35
25 38 42 459.166687 0 11 36
26 8 15 486.500031 16 12 34
27 5 6 515.916687 22 0 31
28 22 27 548.583374 0 23 40
29 14 32 583.583374 13 0 32
30 3 12 620.083374 20 10 38
31 5 16 659.500061 27 18 33
32 1 14 703.700073 17 29 34
33 5 33 752.247681 31 0 38
34 1 8 802.199219 32 26 39
35 7 23 853.699219 24 0 40
36 20 38 905.365906 21 25 42
37 26 45 957.365906 0 0 43
38 3 5 1019.66443 30 33 41
39 1 46 1086.34619 34 0 45
40 7 22 1154.84619 35 28 42
41 2 3 1243.35095 14 38 44
42 7 20 1333.56897 40 36 43
43 7 26 1442.45105 42 37 44
44 2 7 1785.47083 41 43 45
45 1 2 2916.41333 39 44 0
A P P E N D I X  N I N E
PILOT ANALYSIS OF VARIANCE RESULTS 
CASE MEMBERSHIP BE SEMANTIC DIFFERENTIAL SCORES
ANALYSIS OF VARIANCE BY CASE MEMBERSHIP
F RATIO PROBABILITY
My Power 4.2593 .0073
Conflict 2.2763 .0835
Working in Teams 1.5379 .2156
Hierarchies .2800 .8887
Working with Other 
Disciplines
1.2557 .3083
NB. Between groups D.F.=4; Within groups D.F.=31
A P P E N D I X  T E N
QUESTIONNAIRE PILOT: QUALITATIVE FEEDBACK
e qualitative feedback provided by respondents following the pilot of the questionnaire 
is outlined below according to sections of the questionnaire. Comments elicited from 
respondents during phone interviews are listed. The number in brackets after a comment 
indicates the number of respondents who made it.
Section One
Ok, answered according to my first impressions. Represents a very personal view.
Few stattements difficult due to thinking of whole team which comprises a small team 
within a larger one. Relevant - became aware of areas to follow up on personally - made a 
copy for myself.
No problems remembered.
Most OK, not too difficult, had to think and reflect a bit particularly about conflict. Found 
questions interesting about how people like to operate.
OK, not difficult. Used first impressions, gut feelings.
Had some difficulty due to broader mamangment role.
Generally OK, perhaps statements biases towards the negative and could be more positive. 
Seemed OK.
Good time personally to do it due to being innew team. Items seemed relevant to team 
situation.
Section Two
OK, no problems remembered (3).
Happy with it. Tended tobe lower on current and higher on ideal scale ie. there is always 
room for improvement or the question am I happy with my performance in an area?
No problems, but there may be differences in the private sector - some areas like theory 
and marketting may be more important than in the public sector.
Looked back to this section after I’d done continuum to make sure I’d been consistent. Put 
continuum early perhaps.
Harder to be objective about it - to put a number due to "grey' areas.
OK - always raises whether you know enough, could always know more.
Ok, straight forward. Aware of needs in areas re being in a team. Close work with others 
heightens learning needs. Nature of team affects these also.
Section Three
All nine respondents contacted felt this section was OK.
Section Four
Took longer. Not difficult. I liked it. Thought it was interesting, more evaluative.
OK, few I wanted to go back to and got stumped on. Questioned relevence to me at times. 
More difficult in private sector due to being anti autonomy thing - believe in delegating 
and having mini leaders. Question whether autonomy and need for power represents an 
insecurity. Difficulty with word power versus empowering.
No problem, fun to think in a different way. Scales OK, one challenging to apply.
Fairly easy did not remember a problem.
At times not sure what to write. Could be formatted inbox with alternatives.
Quite a good way of getting an evaluation. Good way of dealing with concepts.
I quite liked it. It was meaningful. Depended on experiences, where I was at, at the time. 
Not as easy, not words I would use todescribe the concepts.
Section Five
Ok, no problems (6).
Answering re role confidence difficult, not having seen continuum first. A bit awkward 
due to non traditional OT role.
Difficulty due to whether you are as good as you think you are.
Section Six
No problems, interesting.
A little difficult with definitions, wondered if teamswere more than that. Perhaps difficult 
due to setting and the waywe work.
Defintions of teams different to what I know. Perhaps include a rider about definitions. 
Need team continuum first.
Put continuum first.
Fine/OK (5).
General Comments
Lengthy, but thought it had to be. Instructions clear. Though provoking, interesting. Not 
tedious or repetitious. Enjoyed doing it.
Thought it hung together well. Nothing was irritating about it. Fairly straight forward. 
Made you think.
Would be interested in getting feedback of study.
Saw each part as discrete sections. Not difficult. Estimated time OK. Different ways used 
to ask questions/ address issues was motivating.
Did not take particularly long to do.
Enjoyed doing it. Made you think at the time. Forced you to make a decision, to pin point 
your ideas.
A P P E N D I X  E L E V E N
QUESTIONNAIRE COVER LETTER
32 Persic Street 
Belfield NSW 2191
(02) 6425507(H) 
(02) 6466377(W)
Date
Dear Occupational Therapy Colleague
I am writing to request your participation in a research project I aim doing. The aim of the 
research is to investigate the factors which occupational therapists feel are important for 
them to be able to work well in a health care team. I am also interested in the knowledge, 
skills and attitudes which occupational therapists feel they need to work successfully in a 
team.
I would like you to complete the enclosed questionnaire and return it to me in the 
envelope provided. It should take you approximately 20 minutes to complete and 
information provided will be treated anonymously and confidentially.
The project forms part of my doctoral studies, the results of of which will be published in 
the future.
Please contact me if you require any further information before completing the 
questionnaire.
Yours sincerely
Susan Griffin
A P P E N D I X  T W E L V E
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ITEM27 . 2 5 6 1 4 - . 0 6 8 4 9 . 0 8 4 2 1ITEM28 . 0 1 0 0 1 - . 0 6 5 0 0 - . 0 3 6 4 1ITEM29 . 0 5 3 9 9 . 1 3 4 6 4 . 0 1 3 2 9ITEM30 . 1 2 9 5 5 - . 1 2 8 0 7 - . 0 0 4 6 9ITEM31 • 1 5 2 3 1 - . 0 4 7 8 4 . 1 4 3 3 0ITEM3 2 . 0 8 5 1 0 . 1 6 0 1 1 . 1 7 8 0 1ITEM33 . 1 6 6 1 8 . 0 3 0 2 9 . 1 6 1 9 9ITEM34 . 1 6 5 3 6 . 0 1 5 9 6 . 2 5 1 5 8ITEM3 5 . 1 5 3 2 7 . 1 0 8 1 0 . 2 2 4 3 0ITEM36 . 1 6 7 0 9 . 0 8 3 6 8 . 0 2 0 1 3ITEM37 . 1 7 7 1 9 . 0 0 8 8 5 . 0 4 1 0 9ITEM38 . 0 4 3 3 7 . 0 0 1 3 5 - . 1 5 8 9 1ITEM39 . 0 5 4 7 7 - . 0 5 0 2 5 - . 0 3 7 4 4ITEM40 . 0 2 9 5 8 . 1 8 0 8 3 . 1 9 0 8 6ITEM41 . 0 5 1 7 9 . 0 1 4 2 0 - . 0 4 0 2 9ITEM42 . 0 1 5 3 6 . 1 0 3 6 6 . 1 5 4 1 7
ITEM43 . 0 5 3 2 3 . 1 4 6 6 9 . 1 0 3 2 5ITEM44 . 1 3 6 7 7 . 2 0 7 8 2 . 2 9 6 5 3
ITEM45 - . 0 0 9 7 2 - . 0 7 6 1 1 - . 2 7 9 6 5ITEM46 . 0 9 2 7 7 . 0 1 8 9 2 . 0 2 4 6 7
ITEM29 ITEM30 ITEM31
ITEM29 1 . 0 0 0 0 0
ITEM30 . 0 8 1 0 2 1 . 0 0 0 0 0
ITEM31 . 1 5 3 6 7 . 1 4 7 1 7 1 . 0 0 0 0 0ITEM32 - . 1 0 6 7 5 . 0 5 4 3 2 - . 0 4 6 7 3ITEM33 . 0 1 0 0 4 . 0 3 2 8 0 . 1 0 5 3 5ITEM34 . 0 2 9 8 9 . 0 3 3 5 7 . 2 2 8 0 5
ITEM35 . 0 4 8 8 8 - . 0 9 5 2 1 . 0 6 5 4 4ITEM36 . i m o . 0 1 1 7 2 . 1 6 5 3 9
ITEM37 . 1 6 4 6 2 . 0 9 9 3 4 . 2 1 5 7 2ITEM38 - . 1 5 4 5 3 . 0 2 3 1 7 . 0 6 6 0 4
ITEM39 . 1 0 2 0 7 . 0 1 4 0 0 . 1 3 3 2 3ITEM40 . 0 6 5 3 4 . 0 0 8 9 1 - . 0 3 2 4 2
ITEM41 . 1 6 7 8 2 . 0 0 8 0 0 - . 0 5 9 5 3ITEM42 . 1 7 5 3 7 . 0 2 9 1 2 . 1 5 1 5 1
ITEM43 . 0 2 6 1 7 - . 0 7 5 4 7 - . 1 5 1 5 1
ITEM44 . 1 6 6 1 8 - . 0 0 9 4 8 . 2 0 0 2 4
ITEM45 . 0 6 1 9 4 . 1 3 6 2 7 - . 0 8 1 0 9ITEM46 . 0 0 5 3 7 - . 0 3 7 8 0 . 1 0 4 7 3
ITEM36 ITEM37 ITEM38
ITEM36 1 . 0 0 0 0 0
ITEM37 . 3 0 9 1 8 1 . 0 0 0 0 0
ITEM25 ITEM26 ITEM27 ITEM28
. 1 9 7 4 6 - . 0 1 8 2 4 1 . 0 0 0 0 0
. 0 1 5 6 1 . 0 4 2 9 9 . 1 6 3 9 4 1 . 0 0 0 0 0
. 0 0 5 6 3 . 0 3 1 4 1 . 0 7 3 8 1 . 1 6 5 9 3
. 0 1 4 9 4 . 1 7 1 0 5 . 2 6 6 2 9 . 1 7 8 2 4
. 0 3 5 5 2 - . 0 2 1 0 2 . 2 8 1 7 0 . 2 1 7 5 9
. 0 3 4 1 6 - . 1 7 2 0 1 - . 0 3 7 1 5 - . 1 2 5 7 3
. 0 1 1 5 5 . 0 4 4 4 7 . 0 9 5 6 2 . 0 3 8 0 8
. 0 5 1 3 5 . 0 2 4 8 6 . 0 5 9 5 7 . 1 5 1 3 7
. 0 0 5 2 1 - . 1 4 2 9 4 - . 0 1 0 4 2 . 0 1 3 4 7
. 1 8 5 1 8 - . 0 3 9 6 1 . 2 0 5 7 0 . 1 0 2 8 7
. 1 6 1 3 9 . 1 4 1 1 7 . 2 5 3 6 5 . 1 2 5 2 6
. 0 0 4 8 8 . 0 8 2 5 2 . 0 2 1 9 7 . 1 3 1 7 6
. 1 7 6 5 5 . 1 3 6 2 0 . 0 7 8 2 1 . 2 8 4 5 4
. 0 1 0 1 3 - . 1 6 7 9 5 . 1 0 4 0 2 - . 0 7 6 5 3
. 0 7 5 5 5 . 2 0 2 6 1 - . 1 4 1 6 7 . 1 6 2 0 8
. 1 0 2 7 9 - . 0 8 9 3 9 . 1 3 6 4 5 . 0 8 6 8 1
. 1 5 0 8 6 - . 0 9 9 8 0 . 1 6 8 1 2 . 0 3 7 1 3
. 0 7 8 5 6 - . 0 9 7 2 1 . 1 3 7 6 7 . 0 6 5 8 0
. 0 4 6 3 5 . 2 6 2 0 6 - . 0 8 5 9 6 . 0 9 5 1 9
. 1 1 3 2 5 . 0 0 6 5 7 . 0 6 8 2 0 . 0 0 8 6 7
ITEM32 ITEM33 ITEM34 ITEM35
. 0 0 0 0 0  
. 0 8 7 8 3  
. 0 0 0 0 0
1 . 0 0 0 0 0  
; 2 8  9 01 1 . 0 0 0 0 0
. 0 4 8 2 4 . 1 0 8 7 9 . 2 9 1 5 9 1 . 0 0 0 0 0
. 0 7 5 3 6 . 0 0 2 0 9 . 0 5 8 6 9 . 1 9 3 7 3
. 0 7 9 8 4 . 1 0 5 9 0 . 1 8 0 0 3 . 0 7 3 3 9. 0 0 6 2 7 - . 1 3 5 8 6 - . 0 0 5 7 6 - . 0 8 7 1 0. 1 0 3 8 5 . 1 6 0 5 5 . 1 2 3 8 6 - . 1 4 8 6 4. 2 0 8 8 5 . 0 6 0 9 3 - . 0 1 7 8 5 - . 0 0 9 3 5. 1 3 4 1 3 . 0 0 7 8 2 - . 0 0 8 0 5 - . 0 8 6 1 3. 0 8 3 8 3 . 0 8 0 3 2 . 1 3 7 9 4 - . 0 5 2 7 8. 1 4 1 7 8 . 0 6 7 8 0 . 0 5 6 8 4 . 2 2 9 6 9. 1 0 3 4 7 . 0 7 4 0 5 . 1 4 1 5 9 - . 0 1 1 7 0. 2 0 7 3 8 . 0 5 5 4 3 . 0 0 9 3 3 - . 0 9 3 9 8
. 0 1 2 2 2 . 0 5 5 1 1 . 0 8 8 8 2 . 1 7 7 7 1
ITEM39 ITEM40 ITEM41 ITEM42
ITEM36 ITEM37 ITEM38
ITEM38ITEM39ITEM40ITEM41ITEM42ITEM43ITEM44ITEM45ITEM46
.07493 .04838 .10548 .03779 .06405 .19203 .08862 -.04435 .15650
.15172 .15448 .10336 .11632 .13951 .02881 .07764 .08969 .18259
1.00000 .07340 -.17075 .10965 .11333 -.16065 .23432 .02250 -.16356
ITEM43 ITEM44 ITEM45
ITEM43ITEM44ITEM45ITEM46
1.00000-.00474.06790.01941
1.00000-.16674.02218 1.00000 .05063
DETERMINANT OF CORRELATION MATRIX =
ITEM39 ITEM40 ITEM41 ITEM42
.00000.11053 1 . 0 0 0 0 0.28284 -.22851 1 . 0 0 0 0 0.09230 .01602 .09069 1 . 0 0 0 0 0.03710 .22191 -.03637 -.12097.05809 .12499 .04305 .40255.05458 -.03631 .03003 -.13636.01777 .13834 -.01390 -.09422
ITEM46
1.00000
0 0 0 0 0 7 4
A P P E N D I X  T H I R T E E N
INITIAL REGRESSION ANALYSES:WORKING IN TEAMS 
(DEPENDENT VARIABLE)
k k k * M U L T I P L E  R E G R E S S I O N k k k k
Listwise Deletion of Missing Data
Equation Number 1 Dependent Variable.. WORKTEAM 
Block Number 1. Method: Enter CLARITY CONFID TEAMF3 COLLEAG
Variable(si Entered on Step Number 
1 . .  v COLLEAG ^2. . TEAMF33. . CONFID4. . CLARITY
Multiple R .25316R Square .06409Adjusted R Square .04270Standard Error 4.18585
Analysis of
RegressionResidual
F =
Variance DF4175
2.99589
Sum of Squares 209.96771 3066.23229
Mean Square 52.49193 17.52133
Signif F = 0201
Variables in the Equation
Variable B SE B Beta Correi Part Cor Partial
COLLEAG TEAMF3 CONFID CLARITY _  (Constant)
1.597391 .005824 .533121 -.303315 36.226383 3
.525032 .132666 .567625 .628549 .382657
.229710 .003290 .098042 -.050551
. 243033 . 020800 .118507 .067763
. 222497 .003210 .068685 -.035290
.224137 .003319 .070820 -.036454
i n --------------
Variable T Sig T
COLLEAGTEAMF3CONFIDCLARITY(Constant)
3.042 .0027 .044 .9650 .939 .3489 -.483 .6300 10.709 .0000
•k 'k •k -k k  k  k  kM U L T I P L E  R E G R E S S I O N
Equation Number 2 Dependent Variable.. WORKTEAM
Block Number 1. Method: EnterMYPOWER TEAMF4 POLITIC CONFLICT HIERARCH TEAMF1 TEAMF2
Variable(s) Entered on Step Number1.. POLITIC
2 . .3. .4. .5. .
6 . .7. .
t e a m f ;TEAMF1CONFLICTHIERARCHMYPOWERTEAMF4
teamf2 teamf3 teamf4 teamf5
Multiple R .44619
M uare .19909sted R Square .16649Standard Error 3.90583
Analysis of Variance DF 7172RegressionResidual
F = 6.10790
Sum of Squares 652?25371 2623.94629
Signif F = .0000
Mean Square 93.17910 15.25550
--------------  Variables in the Equat i o n ------
Variable B SE B Beta Correl Part Cor Partial
POLITICTEAMF2TEAMF1CONFLICTHIERARCHMYPOWERTEAMF4(Constant)
.247146 .007609 -.365477 -.023430 .041251 .187433 .12591942.182737 3
.308255 .062090 .068923 .049531 .040865 .061139 .123842 .786086
.058768 .009024 -.373794 -.033526 .071836 .241324 .080978
. 092080 -.032498 -.364565 .007388 .153940 .223486 -.086999
.054711 . 008363 -.361847 -.032279 .068883 .209197 .069383
. 061020 .009344 -.374846 -.036045 .076742 .227620 .077296
i n --------------
Variable T Sig T
POLITICTEAMF2TEAMF1CONFLICTHIERARCHMYPOWERTEAMF4(Constant)
.802 .4238 .123 .9026 -5.303 .0000 -.473 .6368 1.009 .3142 3.066 .0025 1.017 .3107 11.142 .0000
* * * *  M U L T I P L E  R E G R E S S I O N  * * * * 
Equation Number 3 Dependent Variable.. WORKTEAM 
Block Number 1. Method: EnterOTHERDIS MYPOWER HIERARCH TEAMWORK POLITIC COLLEAG TEAMF1 TEAMF2
Variable(sl Entered 1.. COLLEAGHIERARCHPOLITICTEAMF2OTHERDISTEAMF1TEAMF4TEAMWORKMYPOWER
on Step Number
teamf2 teamf3 teamf4 teamfS
Multiple R R SquareAdjusted R Square Standard Error
.77657.60306.582042.76583
Analysis of
Re<Re;
F =
fr«» K ïssionlual
Variance DF9170
28.69694
Sum of Squares 1975.7 3 3 60 1300.46640
Mean Sguare 219.52596 7.64980
Signif F = 0000
Variable
COLLEAGHIERARCHPOLITICTEAMF2OTHERDISTEAMF1TEAMF4TEAMWORKMYPOWER(Constant)
Variables m the Equat i o n ------
B SE B Beta Correi Part Cor Partial
.334725 .383207 .048135 . 243033 .042208 .066843.018791 .029095 .032724 . 153940 .031209 .049475-.074178 .232004 -.017639 . 092080 -.015450 -.024515-.002568 .043655 -.003046 -.032498 -.002843 -.004512.600916 .046579 . 691486 . 748597 . 623391 .703349-.152410 .051726 -.155878 -.364565 -.142380 -.220428-.044649 .089417 -.028714 -.086999 -.024129 -.038269.479336 .353912 .080325 .202183 .065446 .103321-.01864218.549489 .0464183.198494 -.024001 . 223486 -.019406 -.030787
in
Variable T Sig T
COLLEAG .873 .3836HIERARCH .646 . 5192POLITIC -.320 .7496TEAMF2 -.059 .9532OTHERDIS 12.901 .0000TEAMF1 -2.947 .0037TEAMF4 -.499 . 6182TEAMWORK 1.354 . 1774MYPOWER -.402 . 6885(Constant 5.799 . 0000
*  *  *  * *  * * *M U L T I P L E  R E G R E S S I O N  
Equation Number 4 Dependent Variable.. WORKTEAM
Block Number 1. Method: Enter TEAMF5 OTHERDIS TEAMWORK COLLEAG
Variable(si Entered on Step Number 1.. COLLEAG2. . TEAMF53 . . OTHERDIS4 . . TEAMWORK
tiple R .76112guare .57931usted R Square .56969ndard Error 2.80638
Analysis of VarianceJ DF4175RegressionResidual
F = 60.24587
Sum of Squares 1897.93612 1378.26388
Signif F = .0000
Mean Square 474.48403 7.87579
Variable
COLLEAGTEAMF5OTHERDISTEAMWORK(Constant)
- Variables in the Equation -----------------
B SE B Beta Correi Part Cor
10
499297089363615257404857687389
375279073096045022322978628052
.071801 .063487 .707988 .067844
.243033 . 285824 .748597 .202183
.065233 . 059941 .670031 .061460
Partial
.100069 .092024 .718501 .094334
Variable
COLLEAG TEAMF5 OTHERDIS TEAMWORK v (Constant)
m
T Sig T
33022313.666 1.254 4.067
18512231000021170001
*  *  *  * *  *  *  *M U L T I P L E  R E G R E S S I O N  
Equation Number 5 Dependent Variable.. WORKTEAM 
Block Number 1. Method: Enter OTHERDIS COLLEAG TEAMF5 TEAMF3
Variable ( s ^ g n t e r e d  on Step Number
2 . .3 .4 .
TEAMF3 TEAMF5 OTHERDIS
Multiple ire :ed lardSafariStan<
R
R Square Error
.75876 .57571 .56601 2.81836
Analysis of Variance
Regression Residual
F = 59.36414
DF Sum of Squares_ 4  188 6.15055175 1390.04945
Signif F = .0000
Mean Square 471.53764 7.94314
Variables in the Equat i o n ------
Variable B SE B Beta Correi Part Cor Partial
COLLEAGTEAMF3TEAMF5OTHERDIS(Constant)
.677919 -.023855 .105656 .61624211.407231 3
.350370 .087561 .072656 .045207 .057009
.097487 -.013478 .075062 .709122
. 243033 .020800 . 285824 .748597
.095271 -.013415 .071603 . 671205
.144722 -.020590 .109268 .717629
Variable
i n -------
T Sig T
COLLEAGTEAMF3TEAMF5OTHERDIS(Constant)
1.935-.2721.45413.6323.732
.0546 .7856 . 1477 . 0000 . 0003
*  *  *  * •k k * *M U L T I P L E  R E G R E S S I O N
Equation Number 6 Dependent Variable.. WORKTEAM
Block Number 1. Method: EnterMYPOWER HIERARCH CONFLICT POLITIC TEAMWORK TEAMF1 TEAMF2 TEAMF4
Variable
1.  .
2345678
(sl Entered POLITIC TEAMF2 TEAMF1 CONFLICT HIERARCH MYPOWER TEAMWORK TEAMF4
on Step Number
teamf2 teamf3 teamf4 teamf5
Multiple R R SqiiSr AdiUste Standar R Square Error
.45405 .20617 .16903 3.89989
RegressionResidual
F = 5.55126
Variable
POLITICTEAMF2TEAMF1CONFLICTHIERARCHMYPOWERTEAMWORKTEAMF4(Constant) 40
DF8171
Sum
2600
quares.43902.76098
Mean Square 84.42988 15.20913
Signif F = . 0000
Variables in the Equat i o n ------
B SE B Beta Correl Part Cor Partial
112836002445357239022342034820172504584312141970889145
.326445 .062136 .069141 .049463 .041134 .062232 .473250 .124335 3.922828
.026831 .002900 -.365368 -.031970 .060637 .222101 . 097916 . 091300
.092080 -.032498 -.364565 .007388 .153940 . 223486 .202183 -.086999
.023551 .002681 -.352040 -.030776 .057676 .188864 . 084124 .077798
. 026423 .003009 -.367473 -.034521 .064598 .207367 . 094000 . 086987
Variable
POLITICTEAMF2TEAMF1CONFLICTHIERARCHMYPOWERTEAMWORKTEAMF4(Constant)
T Sig T
.346 .7300.039 .9687-5.167 .0000-.452 .6521.847 .39852.772 . 00621.235 .21861.142 .255110.423 .0000
A P P E N D I X  F O U R T E E N
INITIAL REGRESSION ANALYSES:TEAM WORK SKILLS 
(DEPENDENT VARIABLE)
*  *  *  * *  *  *  *
Listwise Deletion of Missing Data
Equation Number 1 Dependent Variable..
Block Number 1. Method: EnterWORKTEAM CLARITY CONFID TEAMF3
M U L T I P L E  R E G R E S S I O N
TEAMWORK 
COLLEAG
Variable ( s ^ E n t e r e d  on Step Number
2 ! ! TEAMF33.. WORKTEAM4.. CONFID5.. CLARITY
Multiple RSalastiStandard ErrorR Square o] .52207 .27256 .25166 .62018
Analysis of Variance DF 5174Reqr^ssjLonResidua 
F =
Sum of Squares 25.07566 66.92434
Mean Square 5.01513 .38462
13.03910 Signif F = .0000
Variables in the Equation
Variable
COLLEAGTEAMF3WORKTEAMCONFIDCLARITY(Constant)
B
.341156 -.027348 .017254 .094757 .262096 .705730
SE B
.079820 .019656 .011200 .084312 .093188 .644824
Beta
.292761 -.092204 .102963 .103989 .260668
Correi
.392657 .000000 .202183 .356565 .382519
Part Cor
.276353 -.089961 .099609 .072669 .181854
Partial
.308239 -.104895 .116000 .084895 .208531
Variable
COLLEAGTEAMF3WORKTEAMCONFIDCLARITY(Constant)
in --------—----
T Sig T
4.274 .0000 -1.391 .1659 1.541 .1252 1.124 .2626 2.813 .0055 1.094 .2753
* * * *  M U L T I P L E  R E G R E S S I O N  * * * *  
Equation Number 2 Dependent Variable.. TEAMWORK 
Block Number 1. Method: EnterMYPOWER WORKTEAM TEAMF4 POLITIC CONFLICT HIERARCH TEAMF1 TEAMF2
Variable(si Entered1.. POLITIC2 . . TEAMF23 . . WORKTEAM4.. CONFLICT5.. HIERARCH6.. TEAMF47.. TEAMF18.. MYPOWER
on Step Number
teamf2 teamf3 teamf4 teamf5
Multiple R R SquareAdjusted R Square Standard Error
.51806 .26839 .23416 .62739
Analysis of Variance DF 8171RegressionResi< 
F =
lua
7.84127
Sum of Squares 24.69162 67.30838
Signif F = .0000
Mean Sguare 3.08645 .39362
Variable
POLITICTEAMF2WORKTEAMCONFLICTHIERARCHTEAMF4TEAMF1MYPOWER(Constant)
Variables m the Equation ------
B SE B Beta Correi Part Cor Partial
.226124 .008723 .015122 -.001507 .010382 -.029374 -.008572 .022717 1.575979
.049607 .009974 .012248 .007961 .006584 .019952 .011942 .010085 .797982
.320867 . .061735 -. .090241 . -.012869 ..107893 . -.112729 -. -.052320 -. .174539 .
416198002560202183029702198385277569084891343775
.298157 .057208 .080760 -.012382 .103152 -.096298 -.046955 .147332
.329157 .066734 .094000 -.014475 .119730 -.111877 -.054813 .169749
in
Variable T Sig T
POLITIC 4.558 . 0000TEAMF2 .875 .3830WORKTEAM 1.235 .2186CONFLICT -.189 .8501HIERARCH 1.577 . 1166TEAMF4 -1.472 . 1428TEAMF1 -.718 .4738MYPOWER(Constant) 2.252 1.975 . 0256 . 0499
*  *  *  * *  *  *  *
Equation Number 3 Dependent Variable.. TEAMWORK
Block Number 1. Method: EnterOTHERDIS MYPOWER HIERARCH WORKTEAM POLITIC COLLEAG TEAMF1 TEAMF2 TEAMF4
M U L T I P L E  R E G R E S S I O N
Variable(s1X  • •2. . HIERARCH3. . POLITIC4. . TEAMF25. . OTHERDIS6. . TEAMF17. . TEAMF48. . MYPOWER9. . WORKTEAM
on Step Number
teamf2 teamf3 teamf4 teamf5
Multiple R R SquareAdiUsteq R Square Standard Error
Analysis of Variance DF 9170
58586343233084659618
RegressionResidual
F = 9.87160
Sum of Squares 31.57759 60.42241
Signif F = .0000
Mean Square 3.50862 .35543
Variable B
COLLEAG .332841HIERARCH .010276POLITIC .218137TEAMF2 .012587OTHERDIS -.016633TEAMF1 -.002875TEAMF4MYPOWER -.020204 .017575WORKTEAM(Constant) .022271.493624
Variables in the Equat i o n ------
SE B Beta Correl Part Cor Partial
.078752 . 285626 . 392657 .262699 .308360.006229 .106792 .198385 .102537 .125524.047143 .309534 .416198 .287603 .334449.0093 60 .089077 -.002560 .083580 .102589.014067 -.114217 . 131380 -.073495 -.090318.011429 -.017546 -.084891 -.015635 -.019289.019226 -.077537 -.277569 -.065319 -.080339.009919 .135031 . 343775 .110130 .134657.016444 .753612 .132902 .202183 .084183 .103321
in
Variable T Sig T
COLLEAG 4.226 . 0000HIERARCH 1.650 . 1009POLITIC 4.627 . 0000TEAMF2 1.345 . 1805OTHERDIS -1.182 .2387TEAMF1 -.252 .8017TEAMF4 -1.051 . 2948MYPOWER 1.772 . 0782WORKTEAM(Constant) 1.354 . 655 . 1774 . 5133
* * * * M U L T I P L E  R E G R E S S I O N  * * * * 
Equation Number 4 Dependent Variable.. TEAMWORK
Block Number 1. Method: Enter TEAMF5 OTHERDIS WORKTEAM COLLEAG
Variable(si Entered on Step Number 1•• COLLEAG2 .3. .4. .
TEAMF5 OTHERDIS WORKTEAM
Multiple R R^SquareAdjusted R Square Standard Error
.43203 .18665 .16806 .65390
Analysis of Variance DF 4175RegressionResidual
F = 10.03991
Sum of Squares 17.17184 74.82816
Signif F = .0000
Mean Square 4.29296 .42759
Variable
COLLEAGTEAMF5OTHERDISWORKTEAM(Constant)
Variables in the Equation
B
415941034236011131021980486470
SE B
082066016907015059017535639575
Beta Correi Part Cor Partial
356937145146076434131167
.392657 . 206818 .131380 . 202183
345531138047050390085457
357772151307055787094334
Variable
COLLEAGTEAMF5OTHERDISWORKTEAM(Constant)
m
T Sig T
5.0682.025-.7391.254.761
. 0000 .0444 .4608 .2117 .4479
* * * * M U L T I P L E  R E G R E S S I O N  * * * * 
Equation Number 5 Dependent Variable.. TEAMWORK
Block Number 1. Method: Enter OTHERDIS COLLEAG TEAMF5 TEAMF3
Variable(si Entered on 1.. v COLLEAGTEAMF3 TEAMF5 OTHERDIS
Step Number
Multiple RR Squari Adnustet Standar< R Square Error
42489180531618065636
Analysis of
RegressionResidual
Variance DF4175
Sum of Squares 16T60870 75.39130
Mean Square 4.15217 .43081
F = 9.63812 Signif F = 0 0 0 0
Variables in the Equation
Variable B SE B Beta Correi Part Cor Partial
COLLEAGTEAMF3TEAMF5OTHERDIS(Constant)
.432565 -.010244 .037172 .002418 .910439
.081597.020392.016921.010528.711938
. 371203 -.034538 . 157591 .016602
.392657 .000000 .206818 .131380
.362766 -.034378 .150329 .015714
. 371981 -.037949 .163821 .017356
Variable
i n --------------
T Sig T
COLLEAGTEAMF3TEAMF5OTHERDIS^(Constant)
5.301 .0000 -.502 .6160 2.197 .0293 .230 .8186 1.279 .2027
•k k  * * * * * *M U L T I P L E  R E G R E S S I O N  
Equation Number 6 Dependent Variable.. TEAMWORK 
Block Number 1. Method: EnterMYPOWER HIERARCH CONFLICT POLITIC WORKTEAM TEAMF1 TEAMF2 TEAMF4
Variable
1.  .
2 . .
3.  .4. .5. .
6.  .7. .8 . .
(si Entered v POLITIC TEAMF2 WORKTEAM CONFLICT HIERARCH TEAMF4 TEAMF1 MYPOWER
on Step Number
teamf2 teamf3 teamf4 teamf5
Multiple R
M I SStandar« R Square Error
.51806 .26839 .23416 .62739
Analysis of Variance 
1 DF8171Reqif^ss jonResidua. 
F = 7.84127
Sum of Squares 24?69162 67.30838
Signif F = .0000
Mean Sguare 3.08645 . 39362
Variable
POLITICTEAMF2WORKTEAMCONFLICTHIERARCHTEAMF4TEAMF1MYPOWER(Constant)
—  Variables in the Equat
Beta
. 320867 .061735 .090241 -.012869 .107893 -.112729 -.052320 .174539
i o n ------B
.226124 .008723 .015122 -.001507 .010382 -.029374 -.008572 „.022717 1.575979
SE B
.049607 .009974 .012248 .007961 .006584 .019952 *011942 .010085 .797982
Correi
.416198 -.002560 . 202183 .029702 .198385 -.277569 -.084891 . 343775
Part Cor
*298157 .057208 .080760 -.012382 .103152 -.096298 -.046955 .147332
Partial
.329157 .066734 .094000 -.014475 .119730 -.111877 “ *054813 .169749
Variable
POLITICTEAMF2WORKTEAMCONFLICT
h i e r a r c hTEAMF4TEAMF1MYPOWER(Constant)
T Sig T
4 *558 .0000 
t -875 .3830 .2186 r-189 .8501 1*577 .1166 “1*472 .1428 r-718 .4738 ? * « 0256 1.975 .0499
